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THE EYE IN GENERAL PRACTICE 


By C. R. S. JACKSON, ™.A., B.M., B.Ch.(Oxon.), D.O.M.S., F.R.C.S.Ed. 


160 pages 26 


illustrations, 


2! in full colour 2Is. 


This book describes the more common ophthalmic diseases encountered by the practitioner and their 
treatment, as well as enabling him to recognise the more dangerous diseases requiring the attention 
of a specialist and helping him in the interpretation of the specialist's report. It also points to the 
many ways in which the eye may reveal disease of other systems and the whole book has been 
written with the special needs of the general practitioner in mind. 


A STUDENT'S HISTOLOGY 
By H. S. D. GARVEN, B.Sc., M.D., F.R.S.E. 
662 pages. 776 illustrations 55s. 


THE THYROID: A Physiological, Patho- 
logical, Clinical and Surgical Study 
By T. LEVITT, M.A., F.R.C.S. 


589 illustrations £5 5s. 


632 pages 


FRACTURES OF THE FACIAL SKELETON 
By N. L. ROWE, F.D.S.R.C.S.(Eng.), L.R.C.P., 


H.D.D.R.C.S.(Edin.), and H. C. KILLEY, 
F.D.S.R.C.S. (Eng.), L.R.C.P.,  H.D.D.R.C.S 
(Edin.) 

960 pages. 1|,236 illustrations 6 
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TEXTBOOK OF MEDICINE 
Twelfth Edition. Edited by SIR JOHN CONY- 


BEARE, K.B.E., M.C., D.M.(Oxon), F.R.C.P., 
and W. N. MANN, ™.D., F.R.C.P 
875 pages. 82 illustrations. 42s. 


EMERGENCIES IN MEDICAL PRACTICE 
Fifth Edition. Edited by C. ALLAN BIRCH, 
M.D., F.R.C.P 


696 pages. 155 37s. 6d. 


illustrations. 
SURGERY OF THE ANUS, ANAL CANAL 
AND RECTUM 
By E. S. R. HUGHES, M.D.(Melb.), M.S.(Melb.), 
F.R.C.S.(Eng.), F.R.A.C.S. 


316 pages. 398 50s. 


illustrations. 








BLAKISTON DIVISION 
McGraw-Hill Publishing Co Ltd - McGraw-Hill House London, EC4 


DISEASES OF THE FUNDUS OCULI 
WITH ATLAS 

ADALBERT FUCHS, MD AND 

ABRAHAM SCHLOSSMAN, MD 

The first English edition of a well known German 
text on the diseases of the fundus oculi, combining 
both an atlas and a text in one volume. It contains 
44 pages of colour plates, printed in Vienna, and 
bound into the book as an atlas. These, plus the 
black and white illustrations found throughout 
the book, show the ophthalmoscopic appearance 
of the typical fundus diseases. In addition, the 
illustrations correlate the clinical and pathologic 
findings presented in the text material 


337 pages 322 illus (241! in colour) 112s 6d 
ATLAS OF EYE SURGERY 

R. TOWNLEY PATON, MD, FACS AND 
HERBERT M. KATZIN, MD, FACS 

Ilustrations form the most important part of this 
new atlas, which provides a sound grounding in 
operating techniques for graduate students of 
ophthalmology and for the surgeon who occa- 
sionally performs eye operations. All practising 
ophthalmologists will find it a clear quick reference 
book 

240 pages 464 line drawings 
To be published May/June 


about 135s 


DISEASES OF THE RETINA 

HERMAN ELWYN, MD 

The section on degenerative diseases on a heredi- 
tary basis includes an introductory chapter 
classifying these diseases, and contains pathologic 


reports. Important chapters are: ‘ Retrolental 
Fibroplasia,” “ Tuberculosis,” and “ Retinal 
Sarcoidosis."" These chapters indicate the rapid 


growth of knowledge about the many systematic 
disorders causing retinal diseases 
713 pages 343 illus (20 in colour) 90s 


STRABISMUS ACLINICAL HANDBOOK 
GEORGE J. EPSTEIN, MD 

This book offers important aid to the pediatrician, 
general physician, neurologist and psychiatrist, as 
well as the ophthalmologist. All difficulties are 
reduced to a framework of practical procedures 
including diagnosis, treatment, etiology, defini- 
tions, pathogenesis, pathology and prognosis. 

214 pages 76 illus 4Ss 


THE ANATOMY OF THE EYE AND 
RBIT 


EUGENE WOLFF, MB, BS (LONDON) 

An excellent presentation of the essentials of 
structure, development and comparative anatomy 
of the eye and orbit. Clinical applications are well 
integrated in the study. The motor nerves to the 
eye muscle have received special attention. 

49! pages 406 illus (52 in colour) 112s 6d 


Copies obtainable from your usual bookseller 
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LLOYD-LUKE 
tr A new monograph entitled 


PULMONARY 
COMPLICATIONS OF 
ABDOMINAL SURGERY 


by A. R. ANSCOMBE 
M.S. (Lond.), F.R.C.S. (Eng.) 


Senior Lecturer in Surgery and Honorary Consultant, 
St. George’s Hospital. 





Surgeons, anaesthetists and physicians, who have 
care of patients after operation, cannot fail to be 
stimulated by the problem of post-operative pul- 
monary complications as described in this book. 
These all too frequent complications are shown to 
be due to the effect of the abdominal operation on the mechanical function of the lungs; 
an effect which may be so severe as to cause the death of some patients in the immediate 
post-operative period. A simple method of estimating pulmonary function is described, 
and much evidence produced to show that such an estimation is essential in patients 
before an abdominal operation. 


x + 121 pp., 37 illustrations (1957) 20s. net 





tomes An indispensable guide 


MEDICAL ETHICS 


edited by MAURICE DAVIDSON 
D.M. (Oxon.), F.R.C.P. (Lond.) 
Consulting Physician, Brompton Hospital 


The contributors to this volume are distinguished members of the medical and other 
learned professions, whose reputation in the world of scholarship and learning must 
command general respect. Each chapter deals with those fundamentals of conduct which 
rest upon the collective philosophy and wisdom of the ages, about which much has been 
said and written and of which the profession was never in greater need than at the 
present day. 

x + 165 pp., | illustration (1957) 20s. net Ready shortly 


mms Other LLOYD-LUKE publications 


ANAESTHETIC BREAST FEEDING PRACTICAL 
ACCIDENTS (2nd Edition) OBSTETRIC PROBLEMS 
by V. KEATING by F. CHARLOTTE NAISH By IAN DONALD 

M.B., B.Ch., D.A., F.F.A., R.C.S. M.A., M.D. (Cantab.) M.B.E., M.D. (Lond), F.R.C.0.G. 
(1956) 25s. net (1956) 12s. 6d. net (1955) 47s. 6d. net 


LLOYD-LUKE (Medical Books) LTD., 49 Newman Street, W./ 
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New Ninth Edition ENOUS 
WHITLA’S DICTIONARY EDOG 


OF MEDICAL TREATMENT | UVEITIS 








am By Alan C. Woods, M.D. 
Authoritative 
‘* This volume which epitomizes the 
Concise work of Professor Woods of the 
Johns Hopkins Hospital is indeed | 
Up-to-date an event... he stands unique in 
the world as an authority ”’—Brit. 
Detailed Med. J. ‘Not only summarises 
Treatments clearly the massive reported data, 
Useful but gives explicit directions on 
prescriptions methods of treatment and investi- 


gation which have been worked 
out in his own practice”’—Lancet. 


“An Excellent Book’’ 316 pages, 42 colour plates and 81 
THE PRACTITIONER other illustrations. 


PRICE 52s. 6d. POSTAGE 2s. 3d. PRICE 100s.. POSTAGE 2s. 3d. 


Bailliére, Tindall and Cox 
7-8 HENRIETTA STREET, LONDON, W.C.2. 


























NEW ENGLAND JOURNAL OF MEDICINE 


special concession 
——_— rate for subscribers to 


The Practitioner 


As announced in the January number of The Practitioner (p. 3) 

arrangements have been made for subscribers to The Practitioner to 

receive the New England Journal of Medicine weekly at a reduced annual 

subscription. This will be $9.00 (£3 5s.), instead of the usual overseas 
subscription rate of $10.50. 


Orders for the New England Journal of Medicine, accompanied by 
remittance, should be sent to: The Publisher, The Practitioner, 
5 Bentinck Street, London, W.1. 
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AN ATLAS OF DISEASES OF THE EYE 
Compiled by E. S. PERKINS, M.B., F.R.C.S., and PETER HANSELi, M.R.C.S., F.R.P.S. 
Foreword by Sir STEWART DUKE-ELDER, K.C.V.O., M.A., Ph.D., M.D., F.R.C.S. 


Over 150 Coloured illustrations. 


PHYSIOLOGY OF THE OCULAR AND 
CEREBROSPINAL FLUIDS 

By HUGH DAVSON, D.Sc. 

109 Illustrations. 65s. 

Also by Dr. HUGH DAVSON 

PHYSIOLOGY OF THE EYE 

30! Ilustrations. 32s. 
RECENT ADVANCES IN 
OPHTHALMOLOGY 

By Sir STEWART DUKE-ELDER, K.C.V.0., M.A., 

D.Sc., M.D., F.R.C.S., and A. Jj. B. GOLDSMITH, 

M.B., F.R.C.S. 


Fourth Edition. 6 Coloured Plates and 133 _— 


figures. 





42s. 


A HANDBOOK OF OPHTHALMOLOGY 
By HUMPHREY NEAME, F.R.C.S., and F. A. 
WILLIAMSON-NOBLE, F.R.C.S. 


Eighth Edition. 13 Colour Plates and 154 Text- 
figures. 30s. 


THE PRACTICE OF REFRACTION 
By Sir STEWART DUKE-ELDER, K.C.V.O., M.A., 
D.Sc., M.D., F.R.C.S. 
Sixth Edition. 239 Mlustrations. 2Is. 


PARSONS’ DISEASES OF THE EYE 
Twelfth Edition. By Sir STEWART DUKE-ELDER, 
K.C.V.0., D.Sc., M.D., F.R.C.S. 
22 Coloured Plates and 465 Text-figures. 45s. 


NEW BOOKS 


THE MEDICAL DIRECTORY 1957 
113th ANNUAL ISSUE 
In one complete alphabetical list, containing details of 87,122 medical practitioners. 


Part |, A—L. Part 2, M—Z and Local Lists, Hospitals, Universities, etc. 


THE PREMATURE BABY 
By V. MARY CROSSE, 0.B8.E., M.D., D.P.H., 
D.Obst.R.C.0.G. 


Fourth Edition. 39 Illustrations. About 2is. 


THE ESSENTIALS OF MATERIA MEDICA, 
PHARMACOLOGY AND THERAPEUTICS 


By R. H. MICKS, M.D., F.R.C.P.1. 


Seventh Edition. 28s. 


PRINCIPLES OF EPIDEMIOLOGY 

By IAN TAYLOR, M.D., M.R.C.P., D.P.H., and 

JOHN KNOWELDEN, ™.D., D.P.H. 

25 Illustrations. Ws. 
SEQUEIRA’S DISEASES OF THE SKIN 

By J. T. INGRAM, M.D., F.R.C.P., and R. T. BRAIN, 

M.D., F.R.C.P. 

Sixth Edition. 63 Coloured plates and 426 Text- 

figures. 05s. 
SHAW’S TEXTBOOK OF GYNAECOLOGY 

By Prt HOWKINS, ™.D., MS., F.R.C.S., 

F.R.C.0.G. 

Seventh Edition. 4 Coloured plates and 352 Text- 

figures. 32s. 6d. 
PROGRESS IN CLINICAL OBSTETRICS AND 
GYNAECOLOGY 

By T. L. T. LEWIS, M.B., F.R.C.S., M.R.C.O.G. 

90 Illustrations. 55s. 
A TEXTBOOK OF SURGICAL PATHOLOGY 

By C. F. W. ILLINGWORTH, C.8.E., M.D., Ch.M., 

F.R.CS.(Edin.), and BRUCE M. DICK, M.B., F.R.C.S. 

(Edin.). 

Seventh Edition. 322 \ilustrations. 63s. 





84s. complete 


MARTIUS’ GYNECOLOGICAL OPERATIONS 
With Emphasis on Topographic Anatomy 
Translated by MILTON McCALL, M.D., and KARL 
BOLTEN, M.D. 
Seventh Edition. 450 Illustrations, mostly in Coe. 
INJURIES OF THE HAND 
By RONALD FURLONG, ™.B., B.S., F.R.C.S. 
99 Illustrations. 36s. 


THE PRACTICE OF MEDICINE 
ra by Jj. S. RICHARDSON, M.V.0., M.D., 


86 Illustrations. 40s. 
HALE-WHITE’S MATERIA ees. PHAR- 
MACOLOGY AND THERAPEUTIC 

By A. H. DOUTHWAITE, M.D., nee. 

Thirtieth Edition. 24s. 
THE QUEEN CHARLOTTE’S TEXTBOOK OF 
OBSTETRICS 


By Members of the Clinical Staff of the Hospital. 
Ninth Edition. 4 Coloured Plates and 230 Text- 


figures. 45s. 
PROGRESS IN CLINICAL MEDICINE _ 

Edited by RAYMOND DALEY, M.A., M.D., F.R.C.P., 

and HENRY MILLER, M.D., F.R.C.P., D.P.M. 

Third Edition. 36 Ilustrations. 40s. 


TREATMENT OF MIGRAINE 
By JOHN R. GRAHAM, M.D. 
8 IMustrations. 


$ 


RECENT ADVANCES IN ANASTHESIA AND ANALGESIA 
(Including Oxygen Therapy) 


By C. LANGTON HEWER, ™.B., B.S., M.R.C.P., F.F.A.R.C.S., and J. ALFRED LEE, M.R.C.S., L.R.C.P., F.F.A.R.C.S. 


Eighth Edition. 95 Illustrations. 
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H. K. LEWIS’S PUBLICATIONS 








RECENT OUTBREAKS OF INFECTIOUS DISEASES 
By S. LEFF, M.D., D.P.H. 8} in. x 5} in. £1. 15s. Od. Postage Is. 4d. Just Published. 


A TEXTBOOK ON THE NURSING AND DISEASES OF SICK 
CHILDREN—For Nurses 


ane by ALAN A. MONCRIEFF, ™.D., B.S., F.R.C.P., M.R.C.S. and A. P. NORMAN, 
F.R.C.P. Sixth Edition. With 161 illustrations. 8} in. x 53 in. £2. 10s, Od. net. yy els. 6d. 
ust Publi 


TOR DEFT 


BIOCHEMICAL INVESTIGATIONS IN DIAGNOSIS AND TREATMENT 9 


By J. D. N. NABARRO, .D., F.R.C.P., Assistant Physician, Middlesex Hospital. 8% in. x 5} in. 
With illustrations. £1. 5s. Od. net. Postage Is. 4d. f 


COMMON SKIN DISEASES 


A. C. ROXBURGH, M.D., F.R.C.P. Tenth Edition. With 8 Coloured Plates and 215 Illustrations 
in the Text. 84 in. x 54 in. €1. 10s. Od. net. Postage Is. 4d. 








tendon: &. &. 1a A ee. 60s. 


136 GOWER STREET, LONDON, W.C.I. 
Tel: EUSTON 4282 (7 lines) 
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Fellowship for 
Freedom in 


Medicine 


Founded in 1948 by the late LORD HORDER 








The Fellowship is about to publish an entirely new scheme for the National 
Health Service. This will embody greatly increased freedom for patients and for 
doctors, new methods of financing the Service and of remuneration, greatly 
reduced Government control and a large saving in cost to the State. 





There are many things wrong besides remuneration 








Parti The Hon. Secretary, F.F.M. 
articulers from: @ Nottingham Plece, Leasen, W.1. 
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BUTTERWORTH Books for 
the Ophthalmologist 


CORNEAL GRAFTS 


Edited by B. W. RYCROFT, O.B.E., M.D., D.O.M.S., F.R.C.S.(Eng.). The 
Corneo-Plastic Unit and Eye Bank, Queen Victoria Hospital, East Grinstead, 
Sussex. 


Pp. viii + 285 + Index. 155 illustrations. 57s. 6d. net, by post Is. 5d. extra. 


Anatomy and physiology, selection of cases, minute instructions on different techniques, the donor 
graft, complications and results, eye banks and the legal aspects of donors and instruction on instru- 
ments are among the subjects fully discussed in this new work. 

* This is the first book of its kind in the English language, and is worthy of its author, who has done 
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so much to further corneal grafting in this country .... Mr. Rycroft’s book can be recommended 
to all ophthalmologists engaged in this work. They will find in it practical advice from surgeons of 
many parts of the world.” The Lancet 


“ There can be no doubt that for a long time it will be the reference book on corneal grafting 
throughout the world, and its editor and authors are to be congratulated upon its advent.” 
The Practitioner 


MODERN TRENDS IN OPHTHALMOLOGY 


Third Series. Edited by ARNOLD SORSBY, M.D., F.R.C.S. 
Pp. xiv + 331 + Index. 111 illustrations, 3 colour plates. 65s. net, by post Is. 5d. 
extra. 
“*... this volume, excellently produced and well illustrated and indexed, will go a long way in helping 
to keep the ophthalmologist abreast of the times and in touch with the modern trends of his speciality.”’ 
British Medical Journal 
“ Professor Sorsby is again to be congratulated on his international team of contributors, who 
give an admirable survey of knowledge which has not yet reached the textbooks.” The Lancet 


SYSTEMIC OPHTHALMOLOGY 


Edited by ARNOLD SORSBY, M.D., F.R.C.S. 
Pp. xiv + 712 + Index. 309 illustrations, 38 colour plates. 84s. net, by post 
Is. 11d. extra. 


“ This book should have comprehensive appeal to a wide range of readers . . . the editor mus be 
congratulated on the eminence and distinction of his team. Most chapters show a nice blend of 
established and new information, giving a fair presentation of the present state of our knowledge and 
an indication of emergent trends.”’ British Medical Journal 


“ One way of summing up one’s reactions after reading this book is to adopt an Americanism and 


say that it constitutes a ‘ must’ so far as ophthalmic surgeons are concerned.” 
British Journal of Ophthalmology 





BUTTERWORTHS :: 88 KINGSWAY :: LONDON, W.C.2 
Showroom : 11-12 BELL YARD, TEMPLE BAR, LONDON, W.C.2 
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Working for the Nation's Children No.7 





We 
just hate it 


Contrary to what many people believe, we Inspectors of 
the N.S.P.C.C. hate prosecuting parents. When we do 
prosecute, it means that some child has been through it 
pretty badly, and to ensure its future safety we have no 
choice but to prosecute. And quite often the shock of 
being up before the Magistrates does bring the parents 
to their senses, 


Take one particular case, where I felt very sorry for the 
mother concerned. Life had not been too kind to her. 
Her husband had been sent to prison and she had gone 
all to pieces. She liked her children and kept them 
clean and well fed, but at nights she would go off with 
undesirable women friends, one of whom came to live 
with her. The children, who were very young, were left 
to look after themselves for hours at a time—sometimes 
until very late at night. On one occasion the mother 
went to a distant town for the week-end to visit her 
“fancy man’, leaving them in the care of her com- 
panion. This woman found other things to do in the 
company of some coloured men—and the kiddies were 
picked up on the streets by the Police at 10 p.m. I 
wasn't standing for any more, and so up before the 
Magistrates the mother went, and that was just the 
shock she needed. She was put on probation and her 
“ friend "’ was fined. Better still, the mother made her 
leave, and ever since we have been building up that 
little family. I often wonder what would have happened 
if I had not called in the Law 


Cases like this—an actual case on the files of the 
N.S.P.C.C.—are dealt with frequently by the Society; 
but the scope of the Society's work is very much wider 
than cases of cruelty or gross neglect. If the Society 
can do anything at any time to help children whose 
welfare, happiness or future is in jeopardy, it will do so. 


This vital humanitarian work depends on your sub- 


scriptions and support 
to 


the 
N°S°P°-C°C 
ROOM NO. 103 VICTORY HOUSE, 
LEICESTER SQUARE, LONDON, W.C.2 


Please send your contributions 


The N.S.P.C.C. helped nearly 
100,000 children last year 


MEDICAL RESEARCH COUNCIL 


Emmetropia and 
itt Aberrations 


A Study in the Correlation of the 
Optical Components of the Eye 


By ARNOLD SorsBy, B. BENJAMIN, J. B. 
Davey, M. SHERIDAN and J. M. TANNER 


Special Report Series No. 293 (1957) 
Price 7s. 6d. (post 3d.) 


(el i 8 fe) 


from the Government Bookshops 
or through any bookseller 
@eeeeeoeoee@ee@ee0e0 
and kindred ailments. 
Harrogate, the largest treatment centre in 
Great Britain, is actively engaged in pro- 
viding all types of physical treatrnent in 
connection with the rheumatic diseases and 
all types of physical rehabilitation. Extensive 
alterations have taken place, including the 
equipment of the establishment with DEEP 


POOL THERAPY, medical gymnastic facili- 
ties and occupational therapy. 


HARROGATE 


Treats both private patients under its 
All-inclusive Treatment Scheme, and 
National Health patients. 


Medical enquiries as to cost, and how free 
treatment under the National Health Service 
can be obtained, will be welcomed by— 


C. ROBERTS, MANAGER - SECTION 3 


The Royal Baths 


iB ARROGOGAT B 
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HENRY KIMPTON’S PUBLICATIONS 
CLINICAL TOXICOLOGY 


The Clinical Diagnosis and Treatment of Poisoning 
By S. LOCKET, ™.B., B.S., M.R.C.P. (Lond.) 
With Special Sections on 
The Identification and Estimation of Some Common Toxic Substances 
By W. S. M. GRIEVE, M.Sc., Ph.D., F.R.1.C. 
and 
The Identification and Botanical Characteristics of Some of the More Frequently Encountered 
Poisonous Plants 
By S. G. HARRISON, B.Sc. 
10” x 6” xii + 772 Pages 27 Illustrations, including 2 Coloured Plates Cloth Price £5 Ss. net 
THE VISUAL FIELDS 
A Textbook and Atlas of Clinical Perimetry 
By David O. HARRINGTON, A.B., M.D., F.A.C.S. 
10° x 7” 327 Pages 234 Illustrations and 9 Coloured Plates Cloth Price £6 net 


THE PRACTICE OF MEDICINE 
Edited by JONATHAN CAMPBELL MEAKINS, C.B.E., M.D., LL.D., D.Sc. 
SIXTH EDITION, REVISED AND ENLARGED 
10° x7” 1916 Pages 318 IMustrations, including 4 in Colour Cloth Price £6 net 


THE MANAGEMENT OF FRACTURES, DISLOCATIONS AND SPRAINS 
By JOHN ALBERT KEY, B.S., M.D., F.A.C.S., and H. EARLE CONWELL, ™.D., F.A.C.S. 


SIXTH REVISED EDITION 
10° x 63” 1168 Pages 1123 Mlustrations Cloth Price £7 10s. net 


HENRY KIMPTON ~- 25 Bloomsbury Way - London, W.C.! 


Medical Book Department of Hirschfeld Brothers Ltd. 









































CASSELL MEDICAL BOOKS 


TEXTBOOK OF ORTHOPAEDIC MEDICINE 
By JAMES CYRIAX, M.D., M.R.C.P. 
Volume I. Diagnosis of Soft Tissue Lesions 





IN this volume Dr. Cyriax deals with the multitude of soft tissue lesions 

affecting the moving parts of the body and describes a system of 

examination whereby the injury can be precisely located. The examin- 
ation of each joint, ligament, bursa, nerve sheath, muscle and tendon 

is described in detail and the criteria distinguishing each disorder are 
set out. 


“This book should be read by all interested in cases of skeletal pain 
and rehabilitation after injury.”’ Postgraduate Medical Journal. 


* An excellent book for the student and practitioner alike.” British 
Journal of Surgery. 


New third edition 45s. net 
37-38 ST. ANDREW’S HILL, LONDON, E.C.4 
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Precision 






iron therapy for the arthritic 


**The common association of an anaemia with rheumatoid 
disease has been recognised for many years...” 





Iron?—**}}lood transfusions have been given effects and fairly rapidly absorbed would be a 

with good results but improvement has been creat advantage .... It is concluded that 

transient”. in the treatment of the anaemia of rheumatoid 
arthritis... intramuscular iron is as beneticial 


| Oral iron?— "The prolonged administration of 


iron by mouth has not proved very effective” as intravenous iron and easier to administer.” 


Ann. Rheum. Dis., 1956, 18, 51. 

Cenclasion: 

A fall in haemoglobin is a common feature in 
arthritis and its restoration to normal is an 
essential part of the treatment. Restoration of a 
Intramuscular iron? — (Clearly, an iron prepara- normal haemoglobin level can be quickly and 
tion for intramuscular injection free from side surely achieved with Imferon. 


Tok) | 


TRADE MARK 


Intravenous iron?—".. . the difficulty of giving 
such injections to patients with joint deformity 
is a drawback as well as the liability to caus« 
unpleasant side reactions” 


. | @aueen } Pioneers in Parenteral Iron Therapy * Benger Laboratories Limited, Holmes Chapel, Cheshire 
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Ferrum et scutum 
lanceaque 


(cum arte) 
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U 
BLOOD LOSS LOOD LOSS BLOOD "y = 
bin n n down 


Suggested further reading: 


Blood, 1955, 10,567. Bull. N.Y. 4cad. Med., 1954, 30, 81. 
J. Amer, med. Ass., 1956, 162, 197. 


Ann, intern. Med., 1955, 42, 458. 
4nn. 


intern. Med., 1953, 38, 199. J. clin. Invest., 1952, 31, 543. 
Brit. Encyl. Med. Pract., Med. Progr., 1956, P.47. 


Imferon 


Jextran Complex Trade Mark 


BENGER LABORATORIES LTD., HOLMES CHAPEL, CHESHIRE PIONEERS IN PARENTERAL IRON THERAPY 
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LOCAL ANAESTHESIA 








INFILTRATION ANAESTHESIA de- 
mands a satisfactory spread of 
anaesthetic solution. It is especially 
valuable in the outpatient depart- 
ment in cases where general anaes- 
thesia is contra-indicated. 


A CLEAR CASE FOR HYALASE, the 
enzyme hyaluronidase. 


HYALASE greatly enhances the 
spread and absorption of the anaes- 
thetic. It can be easily combined with 
the local anaesthetic with or without 
adrenaline, producing a greater area 
of anaesthesia of satisfactory dura- 
tion. 


HYALASE can be successfully ap- 
plied whenever infiltration anaes- 
thesia is the method of choice. 

FULLY-DESCRIPTIVE 
LITERATURE is available 
and a Technical Informa- 


Cw 


‘ 
tion Service is always | 
at your disposal. 4 a 
| } - 
som o* 









LABORATORIES LIMITED - HOLMES 






CHESHIRE 








tlie 


SAA nt lt Ohi cB Male Pea BM hey 











ANNOUNCEMENTS 























at i 








To Lessen the Fear of Mutilation.... 
Arrange for Prosthesis before Mastectomy 


The psychological hazards of mastectomy are generally recognised. A woman's fear 
of mutilation—of its effect on her appearance—is often as great as her fear of surgery 
itself. That is why arranging for the correct prosthetic replacement before surgery 
helps to minimize the psychic trauma—enabling the patient to face the adjustment 
period with more calm and assurance. 

The surgeon can prescribe Spencer Mastectomy Supports with complete confidence 
that they will meet both the medical and cosmetic indications. The reason: Each 
Spencer Breast Support and Breast Form is individually designed, cut, and made 
for each patient. 


Wherever support .is indicated for breasts, back, abdomen—for women, men, children 
—you will find Spencer demonstrably superior. 


For further information write to : 


SPENCER (SANBURY) LTD. 


Consulting Manufacturers 


SURGICAL AND ORTHOPAEDIC SUPPORTS 
Spencer House : Banbury : Oxfordshire 


Tel. 2265 
oe Offices 
Lees: 2 South Audley Street, W.1 Tel. : GROsvenor 4292 
MANCHESTER : 38a King ey 2 Tel. : BLAckfriars Ss 
LIVERPOOL, 79 Church Street, Tel. : ROYal 4021 
LEEDS : Victoria Buildings, Park c ross Street, 1 Tel. : Leeds 3-3082 
(Opposite Town Hall eed 
ay 44a Queen’s Road, 8 Tel. : Bristol 24801 
: 86 St. Vincent Street, C.2 Tel. : CENtral 3232 
EDINBURGH: Wa George Street, 2 Tel. : CALedonian 6162 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
Trained Spencer Retailer-Fitters resident throughout the Kingdom, name and address of nearest Fitter 
Copyright. supplied on request. 
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We think it will be generally 
agreed that the purpose of 
artificial lighting should be 
both to enable us to see all our 
surroundings with perfect ease 
and comfort and at the same 
time to preserve our eyesight. 





Unfortunately there has been 
an enormous increase in defec- 
tive eyesight amongst all ages 
in recent years, and what is 





still more appalling, the num- 
ber of blind people registered 
annually appears to be rapidly 
increasing year by year. 





These things coincide with the 
ever-increasing intensities of 
artificial light in general use 
and the introduction and in- 
creasing use of fluorescent 
lighting. 

In view of these alarming facts 
it behoves us to do everything 





in our power to avoid anything 
that might be harmful to that 
precious gift—our sight. 


By courtesy of the COMMERCIAL BANK OF AUSTRALIA LTD. 
Architects; Messrs. Whinney, Son and Austen Hall. 





G.V.D. adds its little quota of help by producing what appears to be the ideal form of 
lighting, namely, that which is glareless, shadowless and evenly distributed, and do so 
in the most efficient, effective and economical manner. 


This form of lighting should be installed everywhere, from the nursery onwards. 


The accompanying illustration of the manager’s office at the new Piccadilly premises 
of the Commercial Bank of Australia Ltd. is an excellent example of our lighting, 
which was installed throughout because the authorities of the bank recognised the 
importance of good lighting for the welfare and comfort of the staff. 


For further particulars, please apply to: ( 


G.V.D. ILLUMINATORS foncon, west Tel: MUSeum 1857 | 
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“Summer is ycumen in 


Loude sing Cuck00!”” sr0.0 


Like the medieval poet most of us welcome the approach 
; of summer, but for many, the Cuckoo heralds a Hay Fever season and acute distress. Pabracort 
insufflations have proved their value in the control of Hay Fever both by clinical trial* 
and in general practice. Dramatic relief is usually obtained within two or three 
days and complete alleviation after two weeks treatment. 
Each insufflation capsule contains 15 mg. hydrocortisone acetate 
in a specially prepared snuff base (micronized). 





* Reference : Lancet (1956) i., 537. 


PABRACORT 


INSUFFLATIONS 


Packings : Pabracort outfit (10 capsules and insufflator) 
Capsules 10, 25, 100. 





PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, MIDDX 
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FUBACIN 


TRADE MARK 





the broad-spectrum nitrofuran 





a valuable new defence against local infection, 
particularly against Staphylococcus aureus. The chemical 
structure of ‘Furacin’ is such as to eliminate the likelihood 
of cross resistance with the antibiotics or sulphonamides. 
This has not been known to occur. One of the most useful 
of the nitrofurans, ‘ Furacin’ (nitrofurazone) 
is available in several convenient presentations : 


*FURACIN’ CREAM « ‘FURACIN’ SOLUBLE OINTMENT 


‘FURACIN’ SOLUTION ¢ ‘FURACIN’ EAR DROPS 


MENLEY & JAMES, LIMITED, LONDON 


F:PA137 
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Benadryl 
an effective antihistamine 


CAPSULES (25 or 50 mg) in bottles of 50 
and 500 

ELIxiR in bottles of 4 fi. ozs., 16 fl. ozs. 
and 80 fi. ozs. 





‘Bs PARKE, DAVIS & CO. LT D., (sw. U.S.A.) nouNSLOW * MIDDLESEX, Telephone : Hounslow 2361 
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DIPASIC 
is a chemical compound 
formed by the combination 
of INH and PAS 


in molecular proportions 


Literature available on 


request 








BENGUE & COMPANY LTD. Manufacturing Chemists 


MOUNT PLEASANT > ALPERTON >» WEMBLEY >» MIDDLESEX 


Bengue & Co. Ltd. moke “ Dipasic ” available in the United Kingdom by arrangement with 
Ed. Geistlich Sons Ltd., Wolhusen (Switzerlond) 
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BORALINE 


Sole Distributors : 


COATES & COOPER LTD. 


WEST DRAYTON, MIDDLESEX | 


decongestive 
mildly antiseptic 


ideal in conjunctival 
irritation 
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Two recent reports praisc the high value of 

* This extraordinary drug e BUTAZOLIDIN in the treatment of disc lesions 
One author, reporting a ‘90% success rate’ 

in over 50 cases and ‘‘dramatic relief in the 

| Nn first 36 to 40 hours,’ expressed his belief that 


it performs a ‘‘ medical manipulation.”’ (1) 


Prolapsed The second author stated that ‘‘in all the 
patients (25) the relief from pain was rapid and 
Intervertebral aes 
of the 6-week period.’’ (2) 


Disc 1. Lancet, i (1956), 966 and 1069 
2. idem 1069. 


Detailed literature is available on request 





the condition was usually cured ‘by the end 
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Geigy Pharmaceutical Company Ltd., Wythenshawe, MANCHESTER 23 
PH.104a 
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More effective in clinically important 
infections than any other antibiotic 


TRADE MARK 


‘CATHOPEN’ 


TABLETS 


NOVOBIOCIN AND PENICILLIN G 


Combines the dramatic nev antibiotic ‘CATHOMYCIN’ with Penicillin G, the most 
widely used antibiotic ever developed; this alliance achieves the added advantages 
of both, while eliminating gaps in coverage presented by either antibiotic alone. 


Compare these advantages 


Proved effectiveness in the largest number of important 
infections including those caused by resistant staphylococci 
and proteus 

Therapeutic bactericidal blood levels are achieved rapidly. 


Exceptionally well tolerated; sensitivity reactions are rare 
at recommended dosage. 

No yeast or fungal super-infections or any antibiotic- 
induced enteritis, vaginitis or proctitis have been reported 
following "CATHOPEN’. 

No problems of cross-resistance have been encountered 
with ‘CATHOPEN’. 

6 The normal intestinal flora is not disturbed by 
*‘CATHOPEN’ 


a fF AWN 


Some important infections where ‘Cathopen’ is indicated 


Furuncles Infected wounds Osteomyelitis 
Recurrent and persistent Tonsillitis Erysipelas 
carbuncles Pneumonia Staphylococcal septicaemia 
Breast abscess Acute otitis media and enteritis 
Whitiows and paronychiae Vincent's angina Cellulitis 
Superficial skin infections Bronchitis Urethritis 


Cervical lymphadenitis 


DOSAGE: for adults—two tablets q.i.d.; for children under 100 Ibs. 

— dosage in proportion to weight (e.g. one tablet q.i.d. for a child 

weighing 50 Ibs.) 

How Supplied ‘Cathopen’ tablets are supplied in bottles of 16 and 100 

Each tablet contains: *Cathomycin’ (Novobiocin) . . . 125 mg. 
Potassium Penicillin G . . 125,000 units 

Basic N.H.S. Prices: 16's, 26/8d; 100's, 160/0d. 


Literature gladly supplied on request 


0) MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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Tablets 
Suppositories 


Ampoules 


for effective treatment of... 


chronic bronchitis, pulmonary congestion, 


asthma, and allied chest conditions. 


cardiac failure, angina pectoris, Cheyne 
Stokes breathing, and other heart 


conditions. 


oedema and ascites, renal failure. 


PHYLATE 


ORALLY - PER RECTUM - PARENTERALLY 


ETOPHYLATE—soluble, neutral, stable theophylline 
ethanoate of piperazine—a powerful broncho- 
dilator, cardiac and respiratory stimulant. 

250mg., for continuous, oral administration, 
without nausea or gastric irritation. Bottles of 25, 
100 and 500. 


500mg., for prompt, prolonged action in both 
hospitalised and ambulant patients. Boxes of 12 
and 144. 


500mg. in 2cc., for intramuscular injection only, 
painless and without discomfort. Also 500mg. in 
Scc., for intravenous and intramuscular injections. 
Boxes of 6 and 50. 


Etophylate is also available with Papaverine and Phenobarbitone 


ETOPHYLATE is prescribableJon‘theJN.H.S. 
Samples and details§on request 
RONA LABORATORIES LTD 


12-13, MOLYNEUX STREET, LONDON, W.1 
Telephone: AMBassador 4437/8 





i 


end ERE RE. 





lla ss 








ANNOUNCEMENTS A 29 

















announeing 


a logical, useful, 
dual-purpose association 


‘SONERGAN’ 


PROMETHAZINE/BUT OBARBITONE 





TO PROVIDE 
1 general-purpose hypnosis 


2 sedation with anti-emetic 
activity, especially before and 
after routine operative procedures. 


PROMETHAZINE 
HYDROCHLORIDE 15 mgm. 


BUTOBARBITONE 75 mgm. 


in each pink sugar- 
coated tablet 


The hypnotic action of butobarbitone is 
enhanced by promethazine, which also has 
intrinsic sedative properties and a consider- 
able anti-emetic effect. The value of 
“SONERGAN’ as a hypnotic is increased 

by its additional effect in controlling nausea MANUFACTURED BY 

and vomiting. MAY & BAKER LTD 
Detailed literature is available on request. 
An M&B brand Medical Product MA3972 


DISTRIBUTORS? PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD * DAGENHAM 
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} 
Decild 
OINTMENT - POWDER 
(DUNCAN) 
For fungus infections 
° 4 
of the skin . 
In fungus infections of the skin such as tinea pedis (athlete’s 
foot), tinea cruris (dhobi itch), moniliasis, etc., certain higher : 
fatty acids are becoming an accepted treatment. 3 
Undecylenic acid with its zine salt is present in DECILDERM 
Ointment and Powder (Duncan), and appears to be the most 
effective of these acids for fungus infections. . 
Decilderm Ointment and Powder (Duncan) are easy to apply ) 
and the odour of undecylenic acid is hidden by a perfume. 


DECILDERM OINTMENT (Duncan) 


containing undecylenic acid 5 %, zinc salt 20%, in 1 oz. tubes. 


DECILDERM POWDER (Duncan) 


containing undecylenic acid 2%, zinc salt 20%, in 14.0z. sprinkler tins. 


DUNCAN, FLOCKHART & CO., LTD. 


16, Wheatfield Road, 4, Carlos Place, 
EDINBURGH, 11 LONDON, W.x : 




















a 
4 
| 
& 
$ 


A —_ 


ANNOUNCEMENTS A 3I 



















SUCCESSFUL TREATMENT OF 
VARICOSE ULCERS 





In a clinical trial (Medical Press, 
1951, 226, 483) on 103 cases of 
varicose ulceration, 100 either healed 
or improved by treatment with 
Viacutan Solution and tight sup- 
portive bandaging. More recently 
(Brit. Med. J., 1957, i, 43) 61 cases 
of gravitational and ischaemic ulcers 
were treated with a new Viacutan 
Emulsion (1°% Silver Dinaphthylmethane Disulphonate) applied under tight 
supportive bandaging with the following advantages: 
There was no pain on application and on pressure bandaging; dressings were 
applied only once daily and were removed without discomfort; the healing time 
was shortened. Once the ulcers have been dried up as a result of applying Viacutan 
Emulsion, dressings of Viacutan Cream, covered by the 
tight bandaging, maybe used as an alternative. 


facutan ... 


Highly penetrating bactericide which stimulates healing 
Supplies: Emulsion—100 and 400 c.c. bottles: Cream—25 gm. tubes 
Detailed literature and samples are available on request 


- WARD, BLENKINSOP & CO., LTD. 


wEDICe 
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YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1 
Telephone : HOLborn 5992. Telegrams : Duochem, Westcent, London 
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CAFERGOT 


MIGRAINE 


and other headaches of vascular origin 


are aborted in 80 per cent of 
cases by ORAL TREATMENT with 


CAFERGOT 
sugar-coated tablets 


Ergotamine Tartrate B.P. 1 mg. 
Caffeine B.P. 100 mg. 


Patients who experience nausea and vomiting 
early in the attack or who are unable to 
tolerate oral treatment usually benefit from 


treatment with 


SUPPOSITORIES 


Ergotamine Tartrate B.P. 2 mg. 
Caffeine B.P. 100 mg. 
Isobutyl allylbarbituric acid 100 mg. 
Total alkaloids of belladonna 0.25 mg. 


Literature and samples are available on request 


SANDOZ PRODUCTS LIMITED 
134, Wigmore Street London, W.1. 











most spermicidal contraceptive 





2) 
The unmatched potency of éDelfen vaginal cream is due to its new 


chemical spermicidal agent which invades every vaginal crevice 





by the rapid release action of a new emulsified oil-in-water base 


éIDelfen vaginal cream: 


nonylphenoxypolyethoxyethanol 5.00% 
, in an oil-in-water emulsion at pH 4,5 
LITERATURE ON REQUEST 


Ortho Pharmaceutical Limited - High Wycombe - England 
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your ASTHMA 





Thera pevtics 
therapy be iy 
RATIONALLY Srmpetiomimetc dmg 
BASED on fe Pa 
FUNDAMENTAL 


PRINCIPLES ? 


i. 


ew 


IiSO-BRONCHISAN was first produced in 1953 and its modus operandi 


in bronchial asthma demonstrates that, as in education so in therapy, the best is 
rationally based on fundamental principles. The outer layer of the Iso-Bronchisan 
tablet, containing Isoprenaline, is quickly absorbed from beneath the tongue affording 
rapid relief from bronchospasm. The core, containing ephedrine and theophylline,’ is 
then swallowed and slowly absorbed with a resulting sustained bronchodilation, 
thus combining well established immediate and long acting bronchodilators in one 
tablet. Prescribable on E:C.10. 


r. 


Each Iso- Bronchisan tablet contains \sopropyl-Nor-Adrenaline (lsoprenaline) sulphate. . 


t 
Ephedrine hydrochlor. : 


ws 


Theophylline - rT ve $e 
(Special tablets available for children.) 


Samples and literature available on request from 
SILTEN LIMITED + SILTEN HOUSE + HATFIELD + HERTS 
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Favoured Treatment 


HE little luxuries extended to ailing children do not 

often include an ingratiating medicine. There is a 
need for palatable and harmless forms of the drugs given to 
young patients. Aspirin, one of the commonest, is, for 
instance, one of the most unpleasant, and can be harmful 
to the delicate gastric mucosa. 

On the other hand, most children will readily take 
aspirin in the form of Junior Paynocil, These tablets are 
really ‘pleasant to take; they disperse instantly on the 
tongue without water, and minimise the risk of gastric 


irritation due to aspirin. 


Junior 
PAYNOCIL 





C. L. BENCARD LTD., PARK ROYAL, 


Junior Paynocil tablets cach 
contain 2) grains of aspirin 
and 1} grains of glycine. 
Besides speeding disintegra- 
tion and eliminating the 
unpleasant aspirin flavour, 
glycine confers on cach 
aspirin particle a lubricant, 
demulcent and protective 
barrier. 


Packages 
} 


Cartons of 20 in sealed foil strips. 


Tax free dispensing packs of 240. 
Basic N.H.S. cost: 16 - 


LONDON N.W.10 
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Keeping rigidly toa prescribed diet is 

generally more easily said than done 

since many obese patients, while anxious 

to lose weight, have not the will to 

resist the craving for food 

PRELUDIN removes the desire to overeat 

} and enables the patient to co-operate 

effortlessly in any prescribed 

dieting weight-reducing plan. In cases of obesits 
coupled with cardiovascular disorders 

needs or hypertension Preludin is always the 

safe prescription since it affects neither 

determination the heart nor the blood pressure 

PRELUDIN is supplied in tablets of 

25 mq. each, packed in tubes of 20 or 


bottles of 250 


PRELUDIN 


ahydro-1l, 4-oxazine-hydrochloride 


Vv tured and dist? ited in England by Pfizer Ltd.. Folkestone, Kent, for 
c.H. emanate Sohn, tngeitheim am Rhein 
of the Trade Mark. *Regd. Trade Mark 














IN SEVERE 
RHEUMATOID 
ARTHRITIS j 


Deltacortril 


BRAND OF PREDNISOLONE 








GREATER POTENCY 
It has been repeatedly demonstrated that the systemic 
activity of Deltacortril is from 3 to § times greater 
i .; 500 TABLETS 
than that of either hydrocortisone or cortisone. 
Deltacortri 
‘ (Prednisotone) 
i bY mg. 
; 
FRACTIONAL DOSAGE Fetes hone oa 
The increased potency of Deltacortril considerably To be dispensed only by, or ¢ 
é the prescription of. a physic 
lowers the dose required in treatment. Normally, PFIZER LTT 
initial dosage with Deltacortril is between one-quarter pees ONE Cee 
and one-fifth of that necessary with either hydro- 


cortisone or cortisone. 


GREATER SAFETY 


The increased potency of Deltacortril is not accom- 


panied by a corresponding increase in hormonal side 


effects. 











Deltalgycortril is a combination of Deltacortril and acetyl- 
salicylic acid. The anti-rheumatic effect of these two drugs 
is additive and, in combination, they provide the maximum 
anti-rheumatic effect at minimum corticosteroid dosage. 


HIGHLY EFFECTIVE 
‘Four hundred cases of various types of arthritis were 
treated .. . with notable improvement and with a minimum 
of side effects." 





EXCEPTIONALLY SAFE 100 
TABLETS 


‘With such a combination the palliative management of the Deltalgycort 


rheumatic diseases may be undertaken in many cases with- 


: ; ‘ : : Each tablet contal 
out encountering the side effects and undesirable reactions :  Oehtocoreri*brend of Pred 
O-S mg. 


seen in high dose salicylate or adrenal steroid therapy when 
Acetylsaticytic Acid § 


used alone.”!! 





‘The administration of such a mixture cuts 
ro fod’ 2a cal meer- tal -4-) ae) mn ced @lomia-t- Cond lelal-me- Wale Ma -t hae a-t) 
the patients in many cases to employability.’ 


J.A.M.A., 159: 311, 1955 






















DOSAGE WITH DELTACORTRIL 
Normal suppressive dosage in severe cases : 20-30 mg. daily (1 
to 1} & § mg. tablets four times a day). When a good response 
is achieved minimum maintenance dosage can be determined 
by lowering the daily dosage by 2.5 mg. every two or three 
days. Normal daily maintenance doses range between 5 mg. and 


20 mg. 


DOSAGE WITH DELTALGYCORTRIL 
Initial dosage should be 6 to 8 tablets daily, which may be in- 
creased to a maximum of 16 tablets. Thereafter dosage may be 





reduced until a maintenance dose of 3 to 4 tablets daily is 


reached. 


AVAILABILITY 
Deltacortril is available in two forms: scored tablets containing 
5 mg. prednisolone, in bottles of 10, 20, 100, 500 and 1,000 
tablets; tablets containing 1 mg. prednisolone, in bottles of 100 
tablets. 
Deltalgycortril: tablets containing 0.5 mg. Deltacortril, and 5 
grains acetylsalicylic acid, in bottles of 100. 


PRECAUTIONS 
Since Deltacortril is a highly potent agent with profound meta- 
bolic effect, it must be taken under close medical supervision. 
Precautions and contraindications common to other glucocor- 


ticoids must be observed. 


REFERENCES 


i. J.A.M.A., 157: 311, 1955. 6. Science, 121: 176, 1955. 

2. J.A.M.A., 159: 645, 1955 7. J.4.M.A., 158: 473, 1955. 

3. California Med., 82: 65, 1955. 8. 7.4.M.A., 158: 459, 1955 

4. Am. Prof. Pharm., 21: 241, 1955 9. F. Invest Dermat., 24: 377, 1955. 


5. Bull. Rheumat. Dis., 5:81, 1955 10. Ohio State med. F., 52: 722, 1956. 
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BUSCOPAN, the spasmolytic 
with a specific point of attack will 
relieve acute spastic pain 

without causing the patien 


y 
> 
added discomfort. 


* 


hyoscine-N-butylbromide 


Gastric and duodenal ulcer, 
spastic dysmenorrhava and 
renal colic, these and 

many other spasmodic 
conditions will respond 


readily to BUSCOPAN 


Manufactured and distributed in England by Pfizer Ltd., Folkestone, Kent, for 
Cc. H. BOEHRINGER SOHN, INGELHEIM AM RHEIN 


Registered Proprietors of the Trade Mark. "Regd. Trade Mark 














when the clinical problem is a common” infection 






Blood concentrations with orally- 


BECAUSE! 
effective Albamycin are 10 to 50 times higher 
than with other antibiotics, and significant 


serum concentrations persist 24 hours or 


longer; a broad therapeutic range is provided 
by bactericidal activity against Gram-positive 
and a certain few important Gram-negative 
pathogens (including susceptible strains of 
staphylococci and Proteus resistant to other 
antibiotics); clinical response is prompt in 


the majority of common infections; gastro- 


OF TISSUE, TRACT OR SYSILM 


intestinal tolerance is excellent: cross-resist- 
ance with other commonly used antibiotics 
is unknown. 
{dults: 500 mg. every 12 hours. Children: 15 
mg/Kg. of body weight per day, in divided 
doses every 6 or 12 hours. Supplied: Alba- 
mycin Tablets, 250 mg., bottles of 16 and 
100. Albamycin Syrup (125 mg. per 5 cc. 
teaspoonful), bottles of 2 fluid ounces. 
TRADEMARK FOR UPIOHN’'S BRAND OF NOVOBIOCIN 
F ss 
Upjohn | 


L 


Fine pharmaceuticals since 1° 


UPJOHN OF ENGLAND LTD * CRAWLEY * SUSSEX 





asthma 
preventative 
RTHOXINE 


Particularly suited to continued use for those 
patients most susceptible in certain seasons 


Minimal pressor effects 
With only 1/8 the pressor effects of ephedrine, the 
benefits of Orthoxine may be extended to asthmatic patients 


with concomitant hypertension or cardiovascular disease. 


it 
Negligible CNS effects 
PM The nervous system excitatory effects of Orthoxine are 
minimal. Orthoxine lets the patient sleep. Daytime relief is 
obtained without nervousness or “‘over-alert”’ feeling. 
More air for the majority 
Orthoxine is especially effective in mild to moderately severe 
asthma. It eases burdened respiration and has been reported 
to increase vital capacity by as much as 1.1 litres of air. 
ist- 
ICS Dosage: Adults } to 1 tablet every 3 to 4 hours as required. 
Children — } to 4 tablet every 3 to 4 hours as required, 
15 
led Supplied: 100 mg. tablets in bottles of 25 and 100. 
ba 
ind , 
\ REGISTERED TRADEMARK 
= | Upjohn | 
Fine pharmaceuticals since 1886 
CIN 
UPJOHN OF ENGLAND LTD - CRAWLEY + SUSSEX 
EX 
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The indication for Daprisal is 











‘Daprisal’ is potent enough to be 
effective when ordinary analgesics fail. 
Yet ‘Daprisal’ is safe enough for 
routine use in conditions such as simple 


headache. Typical indications are: 





herpes zoster « post-influenzal malaise 
migraine « rheumatoid arthritis 
headache « trauma 

sinusitis headache « surgical pain 
‘Daprisal’ is both safe and potent. It is the analgesic of 


choice in all but the mildest or the most agonising pain. 





@ Smith Kline & French Laboratories Ltd., Coldharbour Lane, London SE5 


DS:PAI7(Col) 

















ANNOUNCEMENTS 


Relief of 
Rheumatic Pain in 
General Practice 


| Large dose aspirin toxicity overcome 
All forms of rheumatism can now be 
relieved promptly by massive aspirin 
dosage without fear of toxicity. The Berex 
formulation of aspirin (3-7 gr.) and calcium 
succinate (2°8 gr.) overcomes this problem. 
Patients can safely administer the drug 
themselves. Supervision is unnecessary. 


2 Side-effects fewer and milder 


Even after prolonged dosage, Berex pro- 
duces no toxic effects. Prothrombin level 
is maintained; there is no hemorrhagic 
tendency.* Prolonged relief can be enjoyed 
in safety. The patient reduces the initial 
high dosage as soon as pain diminishes. 
Side effects, if present, are fewer, milder. 


3 Encourages tissue respiration 

Experimentally, by Warburg test, it has been 
shown that the inhibitory action of salicylate 
on tissue respiration is completely offset 
when it is combined with succinate. 
Succinate encourages cellular respiration 
and stimulates the respiratory enzyme 
systems. It is to this stimulating action that 
the beneficial effect of succinate is attributed. 


* “No abnormal prolongation of prothrombin 
time even after 68 days of succinate-salicylate.” 
“The results also show that this succinate-salicylate 
formulation combines safety and efficacy, per- 
mitting wide use both for treatment and maintenance 
without the excessive supervision required in many 
other forms of therapy.” 

Delaware State Med. J., 1954, 26, 22 


BEREX 


Trade Mark 


FOR PROMPT RELIEF OF PAIN 
ASSOCIATED WITH 


ALL FORMS OF RHEUMATISM 








PROMPT RELIEF of all rheumatic pains by 
massive asjirin dosage is now made safe 
by the Berex succinate-aspirin formulation. 
Prolonged dosage does not lower the pro- 
thrombin level, and does not therefore 
produce haemorrhagic tendency. 


FORMULA: Calcium succinate 2.8 gr., acetyl- 
salicylic acid 3.7 gr. 


IN TABLET FORM: basic N.H.S. price, 4/8}d. 
— 100 tablets; 24/3d. — 600 tablets. 


Berex has never been advertised to the public 


A professional sample will be sent on request to: 


MEDICAL DEPARTMENT: CLINOD PHARMACEUTICALS LTD., 


BELVUE ROAD, NORTHOLT GREENFORD, MIDDLESEX 
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Zicthol and Pixcyl 


For each stage of Eczema-Dermatitis an appropriate treatment 


In whatever phase Eczema-Dermatitis may present itself there is a 
product in the Genatosan dermatological range to afford early 
relief and eflective medication 


ACU DEX for the acute stage, ZICTHOL for the sub-acute 





and for infantile eczema, ZICTHOL GREEN for the secondary infected 
and PIXCYL for the chronic. Betwecn them they provide 
the appropriate treatment for any of Lhe numerous manifestations 


of the Eczema-Dermatitis group of lesions. 


Available on E.C.10. 


YX. 


Genatosan Limited, Loughborough, Leicestershire 
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Some minutes after applica- 
tion the skin becomes flushed 
and there is a comforting feel- 
ing of warmth which persists 
for many hours, 





REDOIMENE 


Rubriment relieves pain in 
such conditions as muscular 
rheumatism, fibrositis, strains 
and sprains, 


A new long-acting rubefacient— 


safe and effective 


RUBRIMENT containsa new substance, the 
benzyl ester of nicotinic acid, which gives a long- 
lasting rubefacient effect. Experimental studies 
have shown that even after prolonged and re- 
peated application no damage or irritation to 
the skin structure was caused. 

Ten minutes after application there is a feel- 
ing of warmth and the area becomes flushed. 


This redness is due to the dilation of the small 
cutaneous blood-vessels. Clinical reports have 
been received of the efficacy of Rubriment for 
relief in such conditions as muscular rheuma- 
tism, lumbago, fibrositis, strains and sprains. 
The immediate and prolonged vasodilatory 
action of Rubriment also provides relief for 
unbroken chilblains. 





Available in two forms Rubriment (2.5% 
nicotinic acid benzyl ester and 0.1°, Capsicin) 
is available either as a cream or as a liniment, 
both of which are non-greasy. 

The cream is rapidly absorbed and needs 





only gentle application. It is supplied in tubes 
of 20 g. (approx.). Basic price to N.H.S., 2/2d. 
The liniment lends itself to massage, if this 
is required. It is supplied in bottles of 2 fl. ozs. 
(approx.). Basic price to N.H.S., 3/-. 








Directions for use One application per day has 
been found to be effective for the majority of 
patients, though a fresh application may be made, 


PHARMACEUTICAL DIVISION 





if necessary, at more frequent intervals. Rubriment 
is not advertised to the public and can be pre- 
scribed on E.C.10. 


RUBRIMENT Horlicks Limited 


SLOUGH BUCKINGHAMSHIRE 
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‘surface 
approach 





CHLOROMYCETIN® is therapeutically 
active against pyogenic organisms 
which cause or complicate many 
superficial skin disorders met with 
in daily practice. Topical application 
of Chloromycetin Cream produces 
high local concentrations, resulting in 
rapid bacterial clearance of the 
affected area. This 

cream in a smooth water-miscible 
base is also useful as a dressing for 
minor infected wounds. 

*Trade Mark 





[ 
Chloromycetin 
for local treatment cream 


of pyodermas 


Chloromycetin Cream, 
1 per cent. is available in 
collapsible 1 ounce tubes. 


“er PARKE, DAVIS & COMPANY, LTD - (Inc. U.S.A.) * HOUNSLOW + MIDDLESEX « Tel: Hounslow 2361 


224 
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The use of a nasal decongestant for 
symptomatic relief in hay-fever is 

well established in clinical practice. 
For this purpose the preparation which 
meets all the basic requirements of 

the ideal nasal decongestant is... 














Isotomic Nasal Drops of Phenylephrine and Naphazoline. 
Basic N.H.S. price 1/8 per ¢ fl. oz. dropper bottle. 




















Detailed literature gladly sent on request 
BOOTS PURE DRUG COMPANY LIMITED, NOTTINGHAM, ENGLAND 

















A 50° THE PRACTITIONER 


» TR TT 











CHLOROMYCETIN* 
Ophthalmic 









CHLOROMYCETIN 
Ophthalmic Ointment 





CHLOROMYCETIN* 
HYDROCORTISONE 
Ophthalmic 


CHLOROMYCETIN 


HYDROCORTISONE 
Ophthalmic Ointment 


PARKE, DAVIS & Company Ltd. (inc. U.S.A.) 


*Trade mark HOUNSLOW ~ MIDDLESEX - Telephone : Hounslow 2361 
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An assessment of Roter ther 


EPTIC ULC 


a 













“Table II sh 
Ow: ° 
them during a 81% of cases became _ 
further 9° Tst week and 3 . Ptom-free—79 ° 
r9~% : 0% during the /o Of 
there ae second week ; 






“The treatment is ideal for 


* * asad , ca . 
graewal practice, where its ie puodenal ulcer. Experience of 08 has a hiatus hernia as weij 
simplicity appeals to both meets Six years leads one to beli realing these “ Failures . . 
patient and doctor ...”” ment will be effective and t teve that no form of medical 


relieving their symptoms, In 75 
Opinion that the 1: ; 37 
CASES found that pence mere Superior to alkaline 
years.” . able to take foods which io and they 
¥ had avoided fi 
or 















































a 
” 
z 
° 
a 
w Extracts from the 
British Mepicat JOURNAL 
> 955.2 8? 
a a ACTIVE | 1955, 2, 827 
G ee ULCERS 79 | 
| 
4 = <| PRESUMPTIVE Summary 
o w > ULCERS 19 ““Seventy-nine cases of peptic ulcer and 19 of pre- 
< < B TOTAL 98 sumptive peptic ulcer have been treated with Roter 
° _ oe - tablets. Immediate clinical response was Satis- 
r=) ez factory in 90% of patients, with a relapse rate of 
& | Toxic 57% in the first year: a reduction in the average 
EFFECTS: NIL number of relapses was recorded in 15 cases kept 








on a maintenance dose for one year.” 








Packings: Tins of 40, 120, 640, and dispensing size 720 
(P.T. exempt). Basic N.H.S. price: 1/- for 10 tablets. 





TABLETS 





Roter Tablets are not advertised to the public and may be pre- 
scribed on E.C.10 forms. Literature and samples on request. 





LABORATORIES LTD. TWICKENHAM, MIDDLESEX 
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ORIGINAL PRODUCTS OF L.A.B. RESEARCH 








CERUMOL*® Eardrops for easy removal of wax. 





LABITON® Stimulating tonic and stomachic, combining 
invigorating properties of stabilized Kola Nuts 
with Vitamin BI and Glycero-phosphoric Acid. 


MICRYSTON* A microcrystalline suspension of natural 
OESTRONE oestrogenic hormone for intra-muscular in- 
jection. Indicated for oestrogen deficiency 


or where oestrogen excess is desirable. 


MICRYSTON* A microcrystalline suspension of Methyl-testos- 


TESTOSTERONE terone for conditions of androgen deficiency. 


MICRYSTON* A microcrystalline suspension of progesterone 
PROGESTERONE especially indicated where progesterone defi- 


ciency occurs in pregnancy. 


MONPHYTO* Colourless paint simply applied by fitted 
brush ; for intractable dermatophytoses, par- 
ticularly chronic paronychia and athlete's 
foot. 


PERNOMOL* Colourless chilblain paint in pencil type con- 


tainer for direct application. 


*Registered Trade Mark. Detailed information will be supplied on request. 


LABORATORIES FOR APPLIED BIOLOGY LTD. 





91, Amhurst Park, London, N.16. Telephone: STAmford Hill 2252/3 
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... for dependable . 
conception control 





with the Ortho Diaphragm 





Ortho Pharmaceutical Limited - High Wycombe - England 
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Mandelamine Hatgrams 


for sustained, specific, safe therapy of 


i \\ 


chronic urinary infections 






High antibacterial potency No drug resistance 


Minimal side effects Maximum convenience 


No crystallization in the kidneys to the patient 


Each Hafgram tablet contains 0-5 g. (gr. 74) Methenamine (hexamine) mandelate 


In bottles of 30 + Samples and literature on request 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON SE5 


™ PAI? , , ; , . 
' Mandelamine’ is the registered trade mark of Nepera Chemical Co. Ltd 
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Samples and details of trial outfits 


Rely on Rybar 
for Instant Relief 


Ever increasing numbers of medical men are 
relying on Rybarvin Inhalant to combat broncho- 
spasm. The Ministry of Health having agreed 
to the prices of Rybar asthma inhalants, Rybar- 
vin can be freely prescribed. 


RYBARVIN brings relief. Consistently 


often spectacularly, attacks are cut short 
and their frequency lessened. Free from 


Ancestral habits... 


What with fighting Roundheads and for ever combing 
his own long, tangling locks, the Cavalier was altogether 
much concerned with heads and hair. And dandruff was no 
doubt equally the bane of his life as ours. 

The Cavalier’s vade mecum offered him no remedy for 
his aristocratic irritation. But today the old and familiar 
trouble has been mastered by SEBODERM, the creamy 
Cetrimide Shampoo specifically for dandruff. 

perhaps the most valuable recent addition to 
therapy (of scurf or dandruff) has been the intro- 
duction of detergents such as cetrimide, which may 

be used alone or be incorporated in shampoos, 

soaps or lotions.”’ Brit. Med. J., 2 (1956) 92. 

Seboderm contains 15.6% of Cetrimide B.P., the 
quaternary ammonium compound prescribed as most effective 
against dandruft Normally a single weekly treatment is 
sufficient to establish « omplete control. 


SebodSerm masters Dandruff 


Professional sample will be gladly sent on request 





Deen 
PRIORY LABORATORIES LIMITED 


WEST DRAYTON MIDDLESEX 
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Rybarvin Formula 
Pituitary Extract. Posterior 


excess acid, non-irritant and non-habit- and Anterior Lobe - + 0°40% w/v 
forming, it is an ideal inhalant for all omptesepine Nitrate... 014% wiv 
cota ‘apaverine 3 - «+ oe OCR iv 
asthmatics, young and old Adrenaline .. .. . . .+ 040% w/v 
Ethy! Para-aminobenzoate 020%, w/v 


RYBAR INHALER has been specially Pu Part-aminobenzoate — 0-01% w/v 
designed for aerosol therapy. Both Rybar- 
vin and the Inhaler may be prescribed on 
N.H.S. Form E.C.10 





forwarded on request 


TANKERTON - KENT 
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POLYBACTRIN 


antibiotic powder spray 















A FRACTIONAL RELEASE GIVES 
COMPLETE DISPERSAL OF 
POWDER OVER THE WOUND 


1.The Polybactrin unit offers a new 
technique for topical application —~ 
antibiotic therapy, enabling 
efficient, economical and dry ver 
age of the wound area to be made. 

2. The extensive range of bactericidal 
activity afforded by the triad of bac- 
itracin, neomycin and polymixin 

INVALUABLE IN ALL BRANCHES OF | gives an extremely wide coverage 

SURGERY . of wound pathogens without the 
risk of inducing resistant strains of 
organisms. 

3. Ps. pyocyaneus, particularly pres- 
entin burns, iscomp/etely inhibited 
by polymixin, considerably reduc- 
ing the healing time. 

4. Polybactrin is not readily absorbed 
and there is no risk of systemic 
toxicity occurring. 


| 
Polybactrin provides a unique | 
| 
| 
| 
The antibiotics are presented 5. The propellant gas is non-toxic and 
| 
| 
! 
l 
| 
| 


and economical means of 
applying a combination of Zinc 
Bacitracin, Neomycin Sul- 
ate and Polymixin ‘B’ 
— ~ RN the three antibio- 


in an ultra-fine powder form does not éu 

pport combustion. 
onpernee ge Fp mah 6. There are no contra-indications to 
& propellant, ab the use of Polybactrin. Systemic 


means of powder insuffiation therapy may be 
“ given concurrently 
in common use, there is no risk if necessary. 


of contamination of the anti- 

biotics by airborne pathogens FORMULA: Each pack contains: 

obtaining entry into the unit Neomycin Sulphate 750 m me. Poly- 
mixin ‘B’ Sulphate 150, units. 

Zinc Bacitracin 27,500 units. Propel- 

lent 83°5 g. Net contents 85g. — aay 


by suction. 


| 
| 
| 
| 
| 
| 
| 
| tics of choice for topical use. 
| 
| 
! 
| 
| 
| 
| 








POLYBACTRIW@E : 


No samples available 


CREWE: M \ T E D ety 
~ 2 Mansfield Street, 
a, CALMIC LI yr ar 





AUSTRALIA: 458-468 Wattle St., Ultimo, Sydney, N.S.W. CANADA: Terminal Building, York St., Toronto 
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Can a pecific antuprrmodic 
overtowe uuchaewmic chawies, 





| 

POSITIVE answer to this question would make 
A possible a confident approach to the treatment 

of primary dysmenorrhoea. Although there appears 

to be many factors involved in the aetiology of this 

disorder there can be little doubt that in a consider- 

able proportion of cases the immediate cause of 

pain is ischaemia due to uterine muscle spasm. 

} The variable response of primary dysmenorrhoea 

to treatment has led to the view that a cup of tea, 
two analgesic tablets and a lie down provides the 

| best regime. The impracticability of this method & 

and the burden it adds to industry warranted the 

search for a more specific remedy. 


Dibutamide, the antispasmodic in Femerital, has From milk to mixed diet 


been shown to have a specific action on the uterus. 
| The substance is non toxic and its use is not com- HOW HEINZ STRAINED FOODS HELP 
| plicated by side effects in other systems such as 
hypotension and constipation. In clinical trials 





4 





} covering more than 1,000 cases the favourable Mothers of three or four-month-old babies 
response is over 75%. often need your practical advice about how 
In order to reduce central sensitivity to pain to start baby on a mixed diet. 


Femerital contains in addition to Dibutamide, 
phenacetin and salicylamide; for its stimulant and 
mild diuretic effect it contains caffeine. 

Femerital thus provides a comprehensive and 
specific method for the treatment of dysmenorrhoea. 


When you suggest Heinz Strained Foods 
you can do so with complete confidence. 
The 19 different foods, introduced gradu- 
ally from about three-months onwards, 
between them offer scope for a varied 
diet. They are cooked and strained under 
strictly controlled conditions, with the 
minimum loss of food values. And, of 
course, they are prepared much more 
hygienically than they would be in an 
ordinary kitchen. 

For full details of the nutrient values of 
the 19 varieties of Heinz Strained Foods, 
write to Dept. T7, H. J. Heinz Co. Ltd., 
Harlesden, London N.W.10. 


M.C.P. PURE HEIN 
.C.P. PURE DRUGS LTD., 86 STRAND 
LONDON, W.C.2 Strained Foods 


16 
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‘Hydroderm’ 


TOPICAL OINTMENT 


Fig SE Ak. ne Meee on 


si tne ea aici i can taro staal . for effective 


HYDROCORTISONE, and safe 


NEOMYCIN AND BACITRACIN 





steroid [antibiotic 





The Practitioner, October 1955 


pp sb din aintates ab hiv deinen “ GD 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 


| 
| 
| 
| 
we 
IN AN EMOLLIENT BASE | 
treatment for 
Many conditions which have previously fi 
5 failed to respond to either hydrocortisone dermatoses 
=f or antibiotics alone, do so when these {| 
LP substances are used in combination. | 
| 
" ‘HYDRODERM’ is indicated in allergic | 
Ww skin lesions such as: 
. ons If you are not alread 
seborrhoeic dermatitis | y y 
Is aware of the advantages 
Be infantile eczema adult eczema ; of ‘Hydroderm’ 
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d contact dermatitis intertrigo | and bacitracin, in an 
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In certain cases where a curative course of injection 
cannot be given on account of systemic disease or the 
patient’s timidity, the veins can be assisted in their 
normal function by the pressure of an Elastoplast 
elastic adhesive bandage (Porous). It is essential to 
have firm compression, but the usual crepe bandage or 
elastic stocking does not afford sufficient support. The 
remarkable stretch and regain properties of Elastoplast 
ensure constant and correct compression. 

Elastoplast elastic adhesive bandages (Porous) are 
available in 3-yard lengths, § to 6 yards stretched, and 
2”, 24”, 3” and 4” widths. Prescribable on form E.C.10. 


Elastoplast 


on Elastic adhesive bandages 


‘Sen (Porous) B.P.C. 


The limb should be covered with 
vertical strips of Elastoplast bandage. 
An Elastoplast bandage is applied 
from a point just below the bend of 
the knee to the webs of the toes, 
enclosing the heel. The turns of 
bandage should overlap one another 
by at least half or even two-thirds of 
the width of the bandage to prevent 





ridging of the skin. 


product SMITH & NEPHEW LTD - WELWYN GARDEN CITY « HERTS 





Countless thousands...every day 





























It is a sobering revelation that over 50 per cent of the average practitioner's patients 
can be said to suffer from some degree of anxiety neurosis. This means that hundreds 
of thousands of such cases present themselves every day in Great Britain alone. 
A massive problem—yet one which has been vastly simplified by the advent of 
MILTOWN meprobamate. Uniform in action, and remarkably free from side reac- 
tions, MILTOWN acts safely and selectively to calm restlessness and irritability of 
anxiety states. It eases emotional and muscular tension without autonomic effects, 
and shows marked advantages over conventional sedatives. By day, MILTOWN 
secures true sedation; by night, it brings natural sleep without narcosis. 
Tablets of 400 mg.: bottles of 50 and 500 
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¢ WARD, CASSENNE LTD. 











3 to 5 times 





more active than 
hydrocortisone 


or cortisone. 


Ih 


REGO.T.M 
VAJOR INDICATIONS: 
Rheumatoid Arthritis, 


BUFFERED TABLETS 


Severe allergies. 
The antacids and the protective coating covering 
the Deltalone crystals increase therapeutic advant- 
ages by lessening the risk of gastric disorders. 


% 
3 


Se tle Shalt 
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IALONE ~* 


BUFFERED TABLETS: Ai 5 mem. or at 1 mgm. 


ADVANTAGES: 

— Better gastric tolerance, 
due to the addition of 
antacids. ‘These counteract 
the gastric hyperactivity 
often caused by these 
corticoids 

—a protective coating which 
covers each hormone 


crystal individually. 


No sodium or water 
retention when usual 


therapeutic doses are prescribed. 


WARD, CASSENNE LTD. 


REGoTR 


FORMULA: 
Prednisone 
(Delta-1-Cortisone) 
Aluminium hydroxide 


Magnesium trisilicate 





116 Victoria Street, London, S.W.1 ¢ 
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ORAL 
CONTROL OF OEDEMA 








Oedema in cardiac patients can now be successfully controlled by Mercloran, 
a mercurial diuretic which is effective when given orally. Two to three Mercloran 
Emplets daily maintain a smooth oedema-free state and eliminate the see-saw 


effect of preparations given intermittently. Mercloran in most cases completely 
eliminates the need for injection. 


However, where it is deemed necessary to initiate treatment parenterally 
the chemically related compound, Mercardan, is available. 


MERCLORAN...... 


(CHLORMERODRIN N.N.R.) 
EMPLETS: (enteric coated tablets) 
In bottles of 25 and 250 


aes AND MERCARDAN FOR PARENTERAL USE 


e 
a 
4 
co 


PARKE, DAVIS & Company, Limited (inc U.S.A.) Hounslow, Middlesex 
ent Tel. Hounslow 2361! 
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‘LIVOX’ CAPSULES 


For the treatment of Anaemias, Nutritional 
Deficiencies, General Debility 


FORMULA 
WOW 
FERROUS 
GLUCONATE COPPER SULPHATE 
MANGANESE SULPHATE 
VITAMIN B, 
VITAMIN 8B, 
NICOTINAMIDE 


OXO LTD (Medica! Dept.) 16 SOUTHWARK BRIDGE ROAD, LONDON S.E.! 











THE SAFEST 
ANO BEST 
PREPARATION 
i oe lint 






Nepenthe contains all the constituents of opium and has 
been prescribed for over 100 years. it has been found by 
generations of practitioners to be the best preparation 
of opium as it does not cause the unpleasant after 
usually attributed to opiates. it can be given over a con- 
siderable period and the effect remains invariably 
constant. 

Packed in 2-0z., 4-0z., 8-oz. and |6-oz. bottles and for in- 
jection in $-oz. rubber-capped bottles, sterile, ready for 


WERENT HE 
Ex & CO LTD 


HRISTOL 


—_— 









LIVER EXTRACT CONCE NTRATE 


Tel. WATerloo 4515 








i 40 years 


EUPINAL” 


has been used successfully in the treatment 
of ASTHMA and CHRONIC BRONOHITIS 
and may be prescribed on N.H.8. Form 


“Eupinal” contains lodine and Caffeine com- 
bined in a most elegant and effective form. 


In chronic Bronchitis “ Eupinal” softens the 
tough accumulated mucus in the bronchial 
tubes and allows it to be more readily expect- 
orated. In Asthma it eae a more mark- 
edly soothing effect, lessening the frequency 
of attacks and reducing their severity and 
duration, and relieving breathlessness. 


“Eupinal” contains no poison and is safe 
in use. 


A PRODUCT OF 
Cuxson GE, 


é 
| OLDBURY BIRMINGHAM 


Phone : BROadwell 1365 











ANNOUNCEMENTS A 69 











cremalgin 









Methyl Nicotinate 1.0% 
Glycol Salicylate 10.0% 

Histamine Dihydrochloride 0.1% 
Capsicin 0.1% 
Excipient q.s. 


Cremalgin has always meant 
Economy without detriment te the 
treatment of N.H.S, patients. 





INDICATIONS : 
Rheumatism. Fibrositis, Sciatica, 
Lumbago, Muscular Pain and 


RELIABLE IN TREATMENT— 
CONSTANT IN ECONOMY 


associated conditions. 


1 oz. dispensing tube — 1/9d. (basic N.H.S. price) 
16 oz. dispensing jar — 19/6d. (basic N.H.S. price) 


WEST PHARMACEUTICAL CO., LTD., 82, VICTORIA ST., S.W.1. Telephone: TAT 2580 
3054 











HASTINGS and THANET — 


3 Important new epronesage- Sa 


“TERM SHARES” a food drink 7 
so % FOR savers! | *°" 5? 


Y 
One of the leading Socicties, with great Reserves and nightcap! 
“TERMS h, now offers discriminating savers a NEW 
MS HARE” PLAN for sums from £250 to £2.000, 
at six * notice, Interest, a = 
being poe to £6.10.54% to anvone 
Income Tax ai the Standard Rate. 


REGULAR SAVERS can earn a net 
3+° net for Fully-Paid 
7o Shares £1 to £5,000 O 
Income Tax paid by the Society 


Without obligation, call or write ~~ eur booklet 
“Profltable Investment’ 













Bourn-vita is made 
from malt, milk, sugar, 
cocoa and eggs 










Hastings and Thanet 


BUILDING SOCIETY 








sleep sweeter 


BOURN-VITA 


made by CADBURYS 


Established ever /00 years 


Assets £21 000,000 Reserve Strength £1 000,000 


Heed Offices: HASTINGS end RAMSGATE 
LONDON: 99 BAKER STREET, W.! 


Branches and Ag throughout the Coentry 
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* Therapeutische Umschau 
VIIT, 1952, 10, 143. 











The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 
bring relief to cases of 

arthritis and rheumatism 


In cases of soft-tissue rheumatism, and 
arthritic disorders, many doctors are tend- 
ing more and more to regard Transvasin 
as an indispensable adjuvant to treatment. 

For Transvasin is composed of the esters 
of nicotinic, salicylic and p-aminobenzoic 
acids. These esters readily pass the skin 
barrier in therapeutic quantities, and so 
enable an effective concentration of drugs 
to be built up where they are needed.* 

Transvasin not only induces vasodilation 
of the skin with a superficial erythema, but 
also brings about a deep hyperaemia of the 
underlying tissues. It is non-irritant and 
can be safely used on delicate skins. 

It is now being widely prescribed, with 
successful clinical results. Since a very 
small quantity is sufficient for each appli- 
cation, the cost of treatment is extremely 









In 1 oz. tubes, basic 
N.H.S. price in the 


“ U.K. 2/6 plus P.T. May be 
prescribed on Form E.C.10. 











Nicotinic acid ethyl-ester 





Salicylic acid tetrahydrofurfuryl-ester 14% 
29 


Nicotinic acid n-hexyl-ester 2% 
p-Aminobenzoic acid ethyl-ester 2% 
Water-miscible cream base ad 100% 








“Thank you, doctor” 


LLOYD-HAMOL LTD 


11 Waterloo Place, London, 8.W.1. 
Whitehall 8654/5/6 


Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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ONE OF THE MOST 
” RECENT AND POWERFUL 
SYNTHETIC 


HYD RO CORTICOIDS... ; 
. DELTALONE 


is related to hydrocortisone as DEL'TALONE * * 
- i 
is to cortisone 


PiYDRODELTALONE, 
LIKE HYDRQCORTISONE IS EFFECTIVE LOCALLY 
AS WELL AS BY MOUTH. 


HYDRODELTALONE IS 
° 3 TO 5 TIMES MORE ACTIVE 
THAN HYDROCORTISONE. 


* Brand of Prednisolone. 


e * * Brand of Prednisone. 


DIVISION WARD, CASSENNE LIMITED 
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HYDRO 
DELTALONE 


D. T.M. 
TABLETS 


A anti-inflammatory action 3 to 5 times that of 


cortisone or hydrocortisone. 


A gastro-duodenal side effects minimised by 
protective coating of individual 


¥ hormone crystals. 
Presentation: bottles of 30 tablets of 1 mg. or 5 mg 
No purchase tax is applicable on Hydrodeltalone tablets. 


Available under N.H.S. prescription (Form E.C.10.) 
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On local application, Hydrodeltalone has a rapid 
and powerful antt-inflammatory and anti-allergic effect. 


In intra-articular and pert-articular injections, 
the anti-inflammatory effects of hydrocortisone are 
obtained with a smaller quantity of Hydrodeltalone. 


| 
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HYDRODELTALONE 
intra-articular injections 
for local articular and peri-articular 
wane ¢€~ ’ 
=— 
eS 


inflammatory conditions 
Presentation: 5 mi. vial containing 25 mg. of 
prednisolone acetate per ml. in saline suspension, 


HY DRODELTALONE 

skin ointment with neomycin 

for infectious and non-infectious 

inflammatory and allergic disorders 

of the skin. 

Presentation: tube containing § g. or 15 g. 
Each gramme contains 5 mg. of prednisolone 

and 5 mg. of neomycin sulphate. 


HYDRODELTALONE 
ophthalmic preparation 
for inflammatory and allergic 
disorders of the eye 
Presentation : eye drops: 

3 ml. bottle containing 2.5 mg. 










suspended in saline solution. 

eye ointment: 3 g. tube contain- 
ing 2.5 

acetate per gramme. 





Available under N.H.S. prescription (Form E.C.10) 


* 
C WARD, CASSENNE LTD., 
116 Victoria Street, S.W.1. 


per ml. of prednisolone acetate . 


2.5 mg. of prednisolones 
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GASTRIC ANALYSIS 
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GASTRIC ANALYSIS 


In the treatment of peptic ulcer— 
safe, simple, effective, without side effects 


NULACIN 


provides milk-alkali 

drip therapy 

The most effective control of gastric 
acidity is by milk-alkali drip therapy; 
the most convenient way of obtaining 
milk-alkali drip therapy is by sucking 
Nulacin tablets. 


peptic ulcer in the 
ambulatory patient 


Nulacin is of great value in the treatment 
of peptic ulcer in the ambulatory patient, 
and in the prevention of ulcer relapse. 





clinical trials in 
three continents 


Extensive clinical work has confirmed 
the claims made for Nulacin. References 
to some studies appear below. Other 
references will be given on request. 
Nulacin tablets are not advertised to 
the public, have no B.P. equivalent and 
may be prescribed on E.C.10, The dis- 
pensing pack of 25 tablets is free of pur- 
chase tax. Basic price to N.HLS. is 2/-. 
Also available in tubes of 12. 
Nulacin is available throughout the British Common- 


wealth, in the U.S.A., and in many other countries. 
It is known as Nulactin in Canada and Sweden. 





SELECTED REFERENCES 





Antacids, The Practitioner, | 


January, 1957, 178: 43 


Antacids in Peptic Ulcer, The 
Practitioner, January, 1956, 
176: 103 


Ambulatory Continuous 
Drip Method in the Treat- 
ment of Peptic Ulcer, Amer. 
J. Dig. Dis., March, 1955, 
22: 67-71 


| 
| 
| 


Further Studies on the Re- 
duction of Gastric Acidity, 
Brit. Med. J., 23rd January, 
1954, 1: 183-184 


Clinical Investigation into the 


| Action of Antacids, The 


| Practitioner, July, 1954 
| 173: 46 


The Control of Gastric 
Acidity, Brit. Med. J., 26th 
July, 1952, 2: 180-182 
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But there are other ways— 
in dealing with seborrhoea capitis 


Se ON AR ER a RTA tO I 


Simple seborrhoea can be brought under control by the weekly 
use of Genisol, applied in the manner of a shampoo. Genisol 
has been formulated to remove the loose scales, at the same 
time stimulating the production of normal tissue: the inclusion 
of hexachlorophene prevents aggravation of the condition by 
bacterial invasion. 

Persistent seborrhoea capitis quickly responds to the com- 
bined treatment of Genisol-Sebigen. Sebigen should be rubbed 
into the scalp twice daily through numerous partings in the 
hair, followed by frequent applications of Genisol as directed. 


ae alan ne ange se 


Genisol and Sebigen Prescribable on E.C.10 


Genatosan Limited, Loughborough, Leicestershire. 
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a three-fold 


calming 


influence... 





RELIEVES SPASM 
RELAXES NERVOUS TENSION 
LIQUEFIES STARCH MASS 


BARDASE,* combining the 
antispasmodic, sedative and 
amylolytic properties of belladonna 
alkaloids, phenobarbitone and Taka-Diastase, presents a comprehensive 
therapeutic approach to the problem of visceral spasm. It has proved of 
great value in the relief and management of gastro-intestinal disturbances, 
particularly peptic ulcer and the irritable colon syndrome. BARDASE may also be 


prescribed as a useful adjunct to other treatment in cases of ulcerative colitis. 
*Trade Mark 


Bardase 


SPASMOLYTIC SEDATIVE DIGESTIVE AID 
Yellow sugar-coated tablets supplied in bottles of 50 and 500 
Bardase Liquid is available in bottles containing 4 and 16 fluid ounces 


s4e 
© « 
‘]p: PARKE, DAVIS & COMPANY LTD. (inc. U.S.A.) HOUNSLOW, MIDDLESEX HOUNSLOW 236! 
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A Superior 
Buffered Analgesic 


‘ALASIL’ TABLETS—the improved form of salicylate medica- 
tion—provide the efficient analgesia expected from their 
content of aspirin. Their superior acceptability derives 
from their content of a reliable buffer which minimizes the 
tendency to gastric irritation sometimes caused by the use 
of aspirin alone. 


‘Alasil’ is an advanced sedative and anti- 
pyretic; it does not tend to induce gastric 
irritation; because of its high tolerability, 
itmay be used for long-term administra- 
tion even to those with sensitive stomachs, 
and to children. 


Advantages 


‘Alasil’ Tablets contain the recognized 

; antacid corrective, ‘Alocol’ (Colloidal 

*.? Aluminium Hydroxide), which permits 

C om p os itl 't]i9§ their sedative principle, acetylsalicylic acid, 

to exert its action with minimal risk of 
side-effects. 


d rs - a rg we ewe generally, rheumatism, 
brositis, lumbago, headache, dysmenor- 
n ications rhoea; dental pain. 
TO PHARMACISTS (P.T. exempt P dispensing) 
Standard 1000 in 250 bottles, 
Packs & Prices BRRMrnnar pacts adi 


Sample and literature onrequestto A. WANDER LTD., 42 UPPER GROSVENOR ST., LONDON W.! 





M39) 





ALASIL JUVENILE TABLETS 
Alasil ‘Juvenile’ Tablets specially sized for children, and 
neither coloured nor flavoured, are packed in tubes bearing 


4 dosage-for-age instructions. + \AU) 
\ x aa 


TKR KRK RRR RX KKK RR KR RK 
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it’s no picnic having hay-fever. .. 
... but here’s a simple remedy 


Whether it’s a picnic or polo, punting or putting, 
the allergic patient’s summer activities need not 
be marred. Ef-Cortelan Nasal Spray will gently 
suppress the symptoms of hay-fever, vasomotor 
rhinitis and other common _ inflammatory 
allergic conditions of the nose. Pleasant, inexpen- 
sive, it is simply administered by means of it’s 


own plastic squeeze bottle. 





po 


-EF-CORTELAN | NASAL SPRAY 


Hydrocortisone alcohol 0.02% Naphazoline nitrate 0.025% In 15 cc. spray bottle. 





GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 
Makers of ALL that’s needed for corticosteroid treatment 
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‘LANOXIN 


THE NEW 





NAME FOR THE ORIGINAL 


GOXAIl 





When we discovered Digoxin in 1930 we used no other name to 
distinguish it. In those days, there was but one Digoxin—that issued 
by B. W. & Co. Today, it has become necessary to provide prescriber, 
pharmacist and patient throughout the world with that safeguard 


which a trade mar 


k imposes... 


THAT TRADE MARK IS ‘LANOXIN’ 





NEW TITLE 


NEW 


PRODUCTS 


NO CHANGE 
OF TITLE 





* Tabloid ’m. Digoxin Becomes 
* Lanoxin ’. Digoxin, B.P. (compressed) 


Solution of Digoxin *B. W. & Co.” secomes 
* Lanoxin ? x0. Digoxin Oral Solution 


§ Lanoxin ? m0 Injection (for intramuscular or 
intravenous injection). Boxes of 6 x 2 c.c. ampoules, 
each containing 0-5 mgm. 


* Lanoxin ’»0 Digoxin Pediatric Elixir 
Bottles of 2 fl. oz., containing 0-05 mgm. per c.c. 


‘Wellcome ’».. Injection of Digoxin 


*Wellcome ’». Sterile Alcoholic Solution 
of Digoxin 








N.B. Whenever oral Digoxin is ordered ‘ Lanoxin’ may be dispensed 


a BURROUGH 


S WELLCOME & CO. (The Wellcome Foundation utd.) LONDON 
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in hay-fever 





Vasocort 
Spraypak 
yy 





The safe, effective treatment for allergic rhinitis 


Hydrocortisone 
VASOCORT SPRAYPAK 


—for the reduction of inflammation contains : hydrocortisone 


alcohol - - - 0-02° 
phenylephrine 
esate hydrochloride - - 0.125% 


*Paredrinex’ (p-hydroxyam- 
P- 


for rapid and prolonged relief from nasal blockage phetamine hydrobromide) 0-5°, 


& Smith Kline & French Laboratories Ltd., Coldharbour Lane, London SES 


VO:PA67 (Col) 
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~‘Seconal Sodium’ 
‘Sodium Amytal 
‘Tuinal 


‘Amytal 
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‘Diseases of the Eye’ has always been one of the most popular of our 
symposia. The reason is not far to seek. The early manifestations of serious 
eye diseases can be so easily missed, with such dire con- 
The sequences to the patient. The wise general practitioner is 
Symposium therefore always glad to be reminded of the important 
clinical aspects of ophthalmology, and to learn of the advances 
that have been made in this field. In the symposium this month three of the 
major problems in ophthalmology—cataract, the macular retinopathies, and 
detachment of the retina—are reviewed by ophthalmologists of international 
reputation, each of whom has made a special study of the subject upon which 
he is writing. ‘Injuries to the eye’ deals with a subject which is of particular 
interest to practitioners in industrial areas, and every family doctor sooner or 
later comes up against the problem of ‘colour blindness’. Blindness is as 
much a social problem as a medical one, and in his article on “The incidence 
and causes of blindness’ Mr. Davenport presents what our American friends 
would describe as a ‘global’ review of the subject. The symposium con- 
cludes with an authoritative review of the present status of antibiotics and 
chemotherapy in diseases of the eye. 


Tue future of the National Health Service, and of the medical profession, is 
in the melting pot. That is the position on this May Day, 1957. All the high 

hopes of those who entered the Service in July 1948, determined to 
The make a success of it for the sake of the sick and suffering, have been 
Crisis dashed to the ground, whilst the gloomiest prognostications of those 

who refused to enter the Service have been tragically fulfilled. By 
one of those ironies of fate, not unknown in the history of these Islands, it is 
a Conservative Government which has precipitated the crisis which may 
well mark the end of Medicine as a free and liberal profession. What the 
Lord President of the Council has described as the ‘novel experiment’ of 
the State ‘working out a relationship with one of the great skilled pro- 
fessions’ has proved a dismal failure. The responsibility rests upon the 
twenty-two Ministers of Health who have held office since Mr. Neville 
Chamberlain’s time, with the present Prime Minister and the Minister of 
Health in the last Government sharing between them the responsibility for 
precipitating the present crisis. 

The Government's attitude during the last year has been as incom- 
prehensible as it has been reprehensible. Whatever the merits of the original 
claim for an increase in remuneration—and there was a not inconsiderable 
section of the profession who felt that it was ill-timed—there was no excuse 
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for the curt, discourteous manner in which it was rejected. Whatever the 
present status of the Spens Reports, they are not the ‘scraps of paper’ the 
Government spokesmen have made them out to be. To call in the lawyers 
to bolster up a repudiation of what, rightly or wrongly, the British Medical 
Association regards as the basic agreement of the Service is verging on 
Machiavellianism. With all due respect to the British Medical Association, 
the Spens Reports in their present form cannot be maintained in perpetuity. 
They must, however, be retained until they have been replaced by a new 
mutually acceptable agreement. To expect the profession to discard its 
financial sheet-anchor and drift aimlessly on the present strong current of 
inflation is neither reasonable nor honourable. As the party responsible for 
the present break-down, it is for the Government to convene a round-table 
conference of all interested parties to thresh out a new basis for assessing 
remuneration today and in the future, on the understanding that, if no 
agreement can be reached, then the matter will be referred to arbitration. 


‘I Go away profoundly apprehensive about the future’. On this sombre note 
Lord Moran brought to an end the short debate in the House of Lords on the 
Royal Commission on Doctors’ and Dentists’ Pay. His appre- 

The hensions will be widely shared, and not least because so much is 
Future now at stake. As a profession we are ill-trained to enter the arena 
of politics and wage disputes, and the fundamental tragedy at the 
moment is that in the course of financial bickering the profession may lose 
sight of its Hippocratic ideals. It is therefore necessary to remind ourselves 
that our sole function is to heal the sick, relieve suffering and help our 
patients to lead as healthy and happy lives as possible. To do this within 
the structure of a National Health Service may be difficult without sacrificing 
some of those freedoms which are essential to the practice of medicine, but 
it must be done for the sake of our patients. This means that those who 
enter the Service must be as constructive and as cooperative as possible in 
their criticisms. The danger in these latter days has been lest destructive 
criticism should give the appearance of non-cooperation, and eventually 
blind us to our own defects. How much of the nation’s drug bill is due to 
thoughtless prescribing on the part of a minority of practitioners? How 
much of the congestion in hospitals is due to practitioners referring there 
patients whom they could well investigate and treat themselves? What 
proportion of consultants are not proving as punctilious as they might in 
meeting their hospital obligations? What proportion of principals in general 
practice are vociferously demanding professional freedom for themselves but 
are using it to deprive their assistants of the partnerships to which they 
aspire? These are the questions which are being asked in many quarters, 
and they are the questions which should be faced up to within the profession. 
The concept of a bureaucratically controlled liberal profession is a contra- 
diction in terms, but we in this country have the gift of making the illogical 
work. The pin-pricks of this are galling—doctors referred to as cyphers, 
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interminable correspondence over trivialities, multiplication of forms—but 
as doctors we should realize that these are largely the pathological phenomena 
of the arrested mental development, or the urge for power, which tend to 
be the characteristics of the bureaucrat. Whether or not we like it, the 
National Health Service has come to stay. It is our duty as doctors to ensure 
that it provides the best possible service for our patients. Threats are a two- 
edged weapon, and scarcely becoming the dignity of a profession—particu- 
larly that of medicine. Overhanging our heads all the time is the Damoclean 
sword of a whole-time service, and nothing is more likely to break the 
slender thread than the present proposed mass withdrawal of practitioners 
from the Service. Statesmanship and high principles are called for in these 
anxious days. The mere fact that they are lacking in Whitehall is all the 
more reason why they should be the key-note of the profession’s campaign to 
protect and enhance the medical welfare of the nation. 


IN a fascinating-review of the ‘Health Service Statistics 1955/6’, published 
by the Institute of Municipal Treasurers and Accountants, Dr. Hugh Paul, 
the former medical officer of health for Smethwick, notes some 
A Pauline of the inexplicable vagaries in the sums paid out by different 
Parable local authorities in the various subdivisions of the modern 
welfare state (Med. Offr, 1957, 97, 166, 195). In his character- 
istically lightsome style he recommends a newly married couple to have their 
first baby in Eastbourne, which spends {22 15s. on each confinement, 
rather than in Southampton where only £7 5s. is spent per confinement. 
If home helps are required, then Rotherham is the place to live, as it spends 
£327 per 1000 of its population, compared with Merthyr Tydfil which 
spends only £7 13s. per 1000 of the population for this purpose. Merthyr 
Tydfil would also appear to be a place to be avoided if parents are interested 
in immunization—at least if annual expenditure is any guide to efficiency. 
Its annual expenditure per 1000 of the population for vaccination and 
immunization is only 19s., compared with West Ham’s £27. 

The cost of welfare and after-care services is equally variable, varying 
from Smethwick which spends {111 per 1000 of the population for this 
purpose, to Blackpool which spends only £3 18s. per 1000. ‘Accident-prone 
families are earnestly advised’ by Dr. Paul ‘to make further enquiries before 
going to live in Northampton’ which spends only £87 per 1000 of the 
population on its ambulance service, compared with the equivalent sum of 
£322 spent by West Ham. In the case of mental health services the cost 
ranges from 17s. 6d. per 1000 of the population in Worcester to £136 14s. 
in Leeds. For the old people there is a range of choice according to the 
amount allowed by different local authorities. Blackpool, for instance, allows 
12s. 2d. a week for food per resident in old people’s homes, and 3d. a week 
for clothing and personal necessities. Gloucester, on the other hand, allows 
36s. 8d. a week for food, whilst Swansea allows 1os. 8d. a week for clothes 
and other personal extras. 
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‘Tue electrocardiogram is a useful guide to a horse’s racing potentialities’. 
With this statement, J. D. Steele (Med. ¥. Aust., 1957, i, 78) raises the 
hopes of all racing enthusiasts—but only to dash them 

The E.C.G. immediately with the qualifying statement that ‘it is of little 
andthe value in determining what a horse will do at a particular race 

Tipster meeting’. Apparently horses are just as unpredictable as 

Olympic runners. His justification for the two statements is a 
study of the electrocardiograms of 306 horses that have contested races in 
Australia and New Zealand. Electrocardiograms were obtained as soon as 
possible after a horse had entered a training establishment after the yearling 
sales, and annually thereafter until the horse was retired. Included in his 
series of horses are winners of most of the important handicap, classic and 
weight-for-age races run in Sydney, Melbourne and Brisbane. Five of the 
horses in the series are Australian time record holders over distances of 
from 5 to 16 furlongs (1 to 3.2 kilometres). 

In horses judged to have normal electrocardiograms there is a statistically 
significant relationship between the QRS interval and the P wave duration 
and the ability to win races, expressed as the total stake money won or the 
earnings per start. The mean of the QRS interval measured in each of the 
standard limb leads is slightly better than the longest QRS interval as a 
basis for ranking horses. A curious, but distinct, sex difference was noted: 
the best females do not have electrocardiograms as favourable for racing as 
the best males. The thoroughness with which this correlation of electro- 
cardiography and racing has been carried out is indicated by the fact that 
it is reported that a study of the electrocardiograms of approximately 100 
standard bred horses suggests that with slight modification the general 
principles of interpretation are applicable to pacers and trotters. 


It was in May 1937 that the offices of The Practitioner were moved from the 
purlieus of Fleet Street to the more sedate surroundings of Bentinck Street. 
The surroundings are not only sedate, but also historic. It was 
No.5 at No. 7, two doors from our offices, that Edward Gibbon lived 
Bentinck when he wrote the ‘Decline and Fall’, and Charles Dickens lived 
Street in the street before he moved to Doughty Street. In the world of 
medicine, Bentinck Street can claim to have provided the first 
home for Sir James Mackenzie when he left Burnley for the Metropolis. 
Of No. 5, little is known until 1895, when it became a nursing-home under 
the rule of a Miss Hunt. In 1912, two sisters from the London Hospital took 
it over. Recently, Dr. C. G. Learoyd happened to meet one of these old ladies 
and elsewhere in this issue (p. 602) he retells the story of No. 5 in those days, 
as he heard it from her lips. It is a fascinating pastiche of an era which must 
seem very remote to the post-1918 generation. In that peaceful evening 
hour, when the office staff has gone, and the commuters from the Oxford 
Street stores have removed their cars from their permanent parking places 
in the street of Gibbons and Dickens, does the ghost of Peter, the black cat, 
return to its haunts where once even the Royal Physician treated him with 
such respect? 














THE TREATMENT OF CATARACT 
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CaTARACT is one of the most evident causes of blindness and has been diag- 
nosed and treated with some success for at least 3000 years. Although the 
results of modern surgery are in general satisfactory and it is evident that 
the condition is usually remediable, vast numbers of people throughout the 
world still remain disabled for lack of treatment. It is surprising that in 
Britain today cataract is statistically the commonest single cause of blind- 
ness (Sorsby, 1956), largely because many elderly patients are too feeble 
either physically or mentally to undergo an operation. 

Old people have two special needs for their sight. The foremost is the 
ability to find their way about unaided and so to care for themselves, and 
the next is to read and perhaps sew. Without sight they tend to lose touch 
with their environment and besides being a burden on their families they 
often become irrational and unpleasant. Amongst its many benefits a suc- 
cessful cataract operation may confer a most agreeable personality change. 

Although the majority of cataracts are the result of senility coupled with 
some hereditary trait, there are many other varieties including those which 
are developmental, traumatic, inflammatory, radiational, metabolic or the 
effect of endocrine disorders. 


MEDICAL TREATMENT OF INCIPIENT CATARACT 

Most cataracts develop gradually in elderly subjects—especially women, 
who are more likely than men to reach old age—and it is unfortunate that 
this abnormality which once it begins will sooner or later blind the eye 
cannot be cured or at least arrested at an early stage by medical methods. 
When protein has coagulated the change is irreversible and our present 
knowledge of the metabolism of the lens is inadequate to form the basis of 
treatment to prevent this chemical process. Drops of various kinds, excessive 
administration of vitamins and, in the hands of certain persons, the display 
of coloured lights all have their vogue but there is no evidence of any success. 
When assessing a patient’s belief that treatment has slowed the development 
of cataract, it must be remembered that the speed with which lens changes 
occur varies enormously. Some, without any treatment, may progress very 
little in twenty years or more. 

If, however, the patient has any disorder known to be related to cataract 
it should clearly be investigated and relieved. Early changes in the lens, 
particularly in young subjects, may be the first sign of unsuspected diabetes 
mellitus, and metabolic regulation may greatly improve the sight, at least 
for a while. Endocrine disorders, especially those of the parathyroids which 
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derange the blood calcium-phosphorus ratio, can often be treated; the rela- 
tively high incidence of cataract after thyroidectomy is due to interference 
with the function, or even removal, of the parathyroids. Malnutrition may 
need attention including the administration of any vitamins which are 
deficient, although the intake of these substances in excess of requirements 
is valueless and expensive. Certain occupations involving exposure to toxins 
or to excessive radiation, especially the infra-red spectrum in furnace work, 
should be avoided if early lens changes are discovered or if there is a strong 
family history of cataract, although goggles made of special glass to absorb 
the dangerous rays protect the eyes if worn consistently. The advisability 
of wearing a screen or even simple spectacles in occupations liable to cause 
eye injuries needs no stressing: the hammer and chisel are the commonest 
sources of intra-ocular foreign bodies which often penetrate the lens. 

Whilst little can be done at the present time to arrest cataract once it has 
begun, it is probable that careful and early regulation of the hygiene, meta- 
bolism and occupation might prevent, or at least delay, the development 
of lens changes in many susceptible subjects. 


INDICATIONS FOR OPERATION 

When the light pathway has become clouded by the development of opacities 
in the lens there is no alternative to surgical intervention. Until a generation 
ago extraction was usually deferred until the cataract was mature or almost 
completely opaque and this delay condemned the patient to perhaps years 
of steadily increasing disability. Improved surgical technique has rendered 
the morbid anatomy of the lens of little importance and operation is now 
advised whenever the sight is inadequate for the patient’s requirements. 
Generally the ability to read newsprint easily is the deciding factor but 
occupational and other considerations must be taken into account, for 
acuity sufficient to make some simple people contented is inadequate for 
others. An architect or engineer may require early operation in order to 
continue work. 

If a cataract is left untreated for many years it may become hypermature. 
Thickening of the anterior capsule and degenerative changes in the lens 
proteins then render extraction more difficult but, provided the eye is other- 
wise normal and had good macular function before the cataract developed, 
excellent acuity may be regained. An eye which developed traumatic cataract 
in 1908 saw 6/5 after extraction in 1948. 


GENERAL TREATMENT AND ANASTHESIA 
Surgery in senile cataract is usually performed under surface anesthesia, 
although general anesthesia may be employed if circumstances require. 
Little things disturb old people unduly and seeming trivialities may shorten 
their lives. There is therefore much to be said for making both operation 
and convalescence simple and quick with the least possible change from 
home conditions. 
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Normally, the elderly patient will be admitted two days before operation 
to become accustomed to the new surroundings and to have routine investi- 
gations including urine analysis and a conjunctival culture. Phenobarbitone, 
1 grain (60 mg.) twice daily, is usually prescribed with the addition of a 
more potent sedative on the day of operation. Recently methylpentynol 
(‘oblivon’)—s500 mg. two hours before operation and 750 mg. one hour 
before—has proved a satisfactory tranquillizer which does not give rise to 
irritability or somnolence. If the patient is unduly excitable, or likely to 
prove uncooperative, a combination of chlorpromazine (‘largactil’), prome- 
thazine (‘phenergan’) and pethidine, 50 mg. of each, is more effective and 
there are some who are stone-deaf as well as blind who require full general 
anesthesia. A muscle relaxant is also of value in preventing spasms of the 
orbicularis and extrinsic muscles which may lead to loss of vitreous. The 
patient’s doctor can often help in advising if more than average sedation 
is necessary. 

After operation codeine controls the slight pain which seldom persists 
into the next day. An injection of pethidine is occasionally necessary but 
never morphine. The patient is nursed in the Fowler position and one eye 
is left uncovered after the first dressing performed on the first or second 
postoperative day. It is unnecessary to immobilize old people for long, 
especially lying flat as in the past. They are now allowed out of bed on the 
second or third postoperative day and are less likely to injure the eye un- 
wittingly if they can see a little and sit in a chair by the fire. Their total 
stay in hospital is often less than two weeks and, if necessary, they can be 
provided with temporary spectacles when they go home. 


SURGICAL TECHNIQUE 

A cataract operation is among the most difficult in surgery and the more 
experienced and dexterous surgeon will obtain the more consistent results. 
The margin of error is small and mistakes are seldom retrieved. In Britain 
the eye is almost always incised with a Graefe knife, by which a clean, 
smooth, relatively atraumatic wound can be made, but its efficient use 
requires practice and is an art which some can never acquire. Alternatively, 
an opening can be made by driving a keratome into the cornea above and 
enlarging the wound with scissors, but scissors are crushing instruments 
and, moreover, tend to produce a jagged wound which is not watertight, so 
leading to delayed re-formation of the anterior chamber with complications 
which may include aphakic glaucoma. 

The lens can be removed extracapsularly by opening the anterior capsule 
and expressing the nucleus through the pupil and hooking it out of the 
wound, or intracapsularly by grasping the anterior capsule either with 
toothless forceps or a suction cup and gradually tearing the zonule so that 
the entire cataract enclosed in its intact membrane comes away. Some sur- 
geons consider extracapsular technique obsolete and a relic of the past; 
others never perform intracapsular extraction believing that equivalent 
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results can be obtained by the older well-tried method with less danger both 
at the time of operation and in the years which follow. It is fair to say that 
both methods have their indications and, broadly, that extracapsular tech- 
nique should be employed for a mature cataract which shells out cleanly 
and in patients between the ages of 30 and 50 when the zonule is tough 
and the capsule taut and fragile, but that intracapsular is better in an im- 
mature cataract where the lens is soft and the nucleus small and in diabetic 
and inflammatory cases in which remnants of residual cortex may set up 
troublesome iritis. 

Provided modern extracapsular technique is used, and this involves 
removal of a wide area of the anterior capsule followed after expression of 
the nucleus by thorough irrigation of the anterior chamber with normal 
saline to clear away lens remnants, later posterior capsulotomy is seldom 
required. The middle of the posterior lens capsule is only 4 microns thick 
and forms a perfect frontier between the anterior and posterior segments 
which minimizes the danger of derangement of the important structures at 
the back of the eye. It should be emphasized that a planned extracapsular 
extraction is completely different from an operation in which the anterior 
capsule gives way during attempted intracapsular surgery, for when this 
occurs the posterior capsule and zonule have usually been torn. Sometimes 
both methods can be employed on the two eyes of the same patient for often 
one cataract is much more advanced than the other and the patient wishes 
to finish with surgery and to use both eyes together with minimal delay. 
In such cases the visual acuities are often equally excellent but the eye with 
an intact bulkhead is the better able to withstand accidents. With pro- 
gressively early operation to avoid periods of relative visual disability, about 
two-thirds of our extractions are intracapsular and one-third extracapsular. 

In recent years there has been a tendency to close the corneo-scleral 
wound by silk sutures. Whether or not these are necessary depends largely 
upon the operator, for a good conjunctival flap rapidly adheres to the sclera 
forming an even, wide and waterproof join comparable to adhesive strap- 
ping. Moreover, no irritating stitches are felt and require removal on the 
8th or roth day and healing is quicker, saving the patient several days’ 
stay in hospital. In good hands late iris prolapse is exceedingly rare, but 
without sutures a small reactionary hyphema is rather more common 
although this seldom has the slightest effect on the final visual result. 

The secret of good cataract surgery is to avoid distorting the eyeball more 
than is absolutely essential. To achieve this the Graefe knife should be held 
lightly, kept always in motion to cut a large section of 150° with a wide 
conjunctival flap. In the stage of extraction, by whichever method this is 
done, minimal pressure should be put on the globe and the lens should be 
pulled out rather than pushed. Except in eyes previously damaged the 
vitreous will not prolapse unless it is somehow squeezed out, either by 
rough surgery or by uncontrolled movements of the patient. The principal 
postoperative complication is prolapse of the iris and the danger of this is 
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minimized by performing a peripheral iridectomy which forms a by-pass 
to allow aqueous to pass directly from the posterior chamber to the wound 
without having to overcome some obstruction at the pupil. Complete iri- 
dectomy is nowadays scarcely ever required and has several disadvantages. 
The pupil is the indicator of a well-performed operation—it should be 
central and circular. 

Last, but not least, good nursing which combines kindness and gentle- 
ness with close attention to essential discipline is of the very greatest im- 
portance. Patients who are uncomfortable or unhappy are inclined to fidget 
and to damage the eye before it has had time to heal soundly. 


CATARACT IN THE YOUNG 

Cataract in the young presents a rather different problem, for up to the 
age of about 30 years the lens has formed no hard nucleus which, being 
insoluble in aqueous, necessitates a large incision for its removal. In theory 
it is sufficient in infants just to incise the anterior capsule and allow lens 
matter to swell into the anterior chamber, dissolve in the aqueous and be 
gradually drained from the eye. In practice, however, it is found that this 
simple procedure often produces a sandwich of two layers of capsule with 
some lens remnants between, which may be impossible to divide and calls 
for the dangerous operation of avulsion at a later date. Attempts to cut this 
leathery layer often lead to tearing of the zonule, derangement of the 
vitreous and a flap which persists in occluding the pupil. It is better, even 
in infants, to make an adequate incision in the cornea, through which special 
capsule forceps with almost parallel blades can be inserted to tear away 
most of the anterior capsule. Much of the lens matter can then be expressed 
along the concavity of a curette inserted through the incision, and most of 
the remnants washed out by a jet of sterile saline. The hazards of this tech- 
nique are that the posterior capsule may be damaged and that postoperative 
crying by the infant may cause the iris to adhere to the back of the corneal 
wound, but the resulting synechia can readily be freed. This operation 
should provide a clear light pathway with no vitreous derangement, a 
quicker result and less liability to late complications of extreme severity 
such as aphakic retinal detachment. 

Eves which have had congenital cataract are often degenerate and later 
undergo myopic stretching, and the need for weaker convex glasses, often 
regarded by the parents as a favourable sign, is in fact quite the reverse. 
It is not uncommon to meet the tragedy of bilateral detachment in con- 
genital cataract subjects in whom acuity with strong lenses has been good 
enough for accountancy until middle age. Modern surgical technique should 
reduce the high incidence of detachment in these cases and recent improve- 
ments in the surgery of retinal detachment have somewhat increased the 
chances of cure. 

DISADVANTAGES OF APHAKIA 
Although in cataract uncomplicated by retinal disorders, corneal opacities, 
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or intra-ocular inflammations, visual acuity of 6/6 may be expected in a 
high proportion of cases—over go per cent. when the operator is skilful— 
the resulting sight with the aid of the thick cataract lens which is necessary 
to replace the converging power of the missing lenticulus is far from 
normal. Not only is all accommodation inevitably lost but any view which 
is not directly through the optical centre of the powerful spectacle lens is 
abnormal, the prismatic effect of oblique views causing distortion and 
apparent displacement of objects and so limiting the actual, and even more 
the effective, visual field. Objects, too, are unnaturally magnified by a strong 
lens placed well in front of the nodal point of the eye so that judgment of 
distances is disturbed. The difficulties were summarized by an old sailor 
patient who read 6/6 but complained: ‘Ah, but ’t ain’t natural’. 

Uniocular aphakia.—These disadvantages, which are evident with all 
aphakic eyes, are more troublesome still if the other eye is efficient and has 
not undergone cataract extraction, for if both are focused simultaneously 
intractable diplopia results. It is necessary therefore to use either one eye 
or the other, which entails occlusion of one if its sight is tairly good, 
although, if the aphakic eye has no glass, its acuity is so low that the vague 
image can nearly always be suppressed. In practice it is found that in these 
circumstances patients will often persist in using a failing eye, seeing 
perhaps only 6/24, in preference to one which has undergone successful 
cataract surgery and is capable of correction to 6/6. Plain extraction in uni- 
ocular cataract is of limited value and by some is not considered worth per- 
forming even though it increases the binocular field of vision. 


INTRA-OCULAR ACRYLIC LENSES 

In order to overcome these defects, measures have been devised (Ridley, 
1952) to render the optics of an eye from which a cataract has been removed 
more similar to the normal. A contact glass fitted to an aphakic eye mag- 
nifies the retinal image by about 15 per cent., only half that produced with 
an ordinary cataract glass, but even this disparity is usually too much for 
the patient to tolerate. Moreover, it is by no means every cataract patient 
who has the dexterity to insert a contact lens or the perseverance to over- 
come the irritation. An artificial intra-ocular lenticulus emplaced by the 
surgeon in the natural position behind the iris can, however, overcome every 
optical defect except accommodation, and since more cataract patients are 
presbyopic the difference between the two eyes even in this respect may 
be slight. 

Intra-ocular lenses have been employed in selected cases for the past 
seven years. They are made of pure poly-methylmethacrylate (‘transpex I’, 
I.C.1.), the specified gravity of which is only 1.19, less than half that of 
glass and little greater than the aqueous displaced. As, with a fixed focus 
slight myopia is preferable to emmetropia, the lens in use has a converging 
power of 24 D in aqueous,and is designed to render an eye about 2 dioptres 
myopic compared with a normal other eye. This lens, like the human lens, 





THE TREATMENT OF CATARACT 531 


is less curved on the front surface than on the back and is about 1 mm. 
smaller in diameter (fig. 1). It can be placed behind the muscular iris and 
in front of an intact posterior capsule and zonule after extracapsular cataract 
extraction. Normally the double operation of cataract extraction and lens 
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Fic. 1.—Intra-ocular acrylic lenses in sterilizing rack. Holding forceps. Iris hook. 


insertion is performed in one stage so that the patient may be discharged 
from hospital at the normal time, but some iritis always follows, making 
convalescence rather slow and sometimes clear vision is not obtained for 
two months or more. 

The results of this operation can be highly satisfactory and patients are 
delighted to be able to see and perhaps read without glasses after a cataract 
operation and, if the other eye retains good sight, to use both together and 
regain binocular vision. It is not right to compare results with those of 
plain cataract surgery simply on visual acuity without taking into account 
the advantages of more natural sight but, in a survey in 1956 (Ridley, 1956) 
of cases which underwent intra-ocular acrylic lens surgery at St. Thomas’s 
Hospital in 1951, 1952 and 1953, one-half with low power correction could 
see 6/12 and one-quarter 6/6 or more. At an earlier stage, two-thirds had 
seen 6/9 and one-third 6/6 before some developed late complications. 
Although there is considerable ‘scope for improvement, there is now no 
doubt that an intra-ocular acrylic lens can be tolerated for seven years at 
least. Its use, however, should be restricted at present to cases in which 
one eye is free or nearly free from lens opacity. Sometimes the second eye 
will develop cataract later and a number of patients now have bilateral 
intra-ocular acrylic lenses and can see well without spectacles. 
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There are certain drawbacks of this operation which render it unsuitable 
for indiscriminate use. The technique calls for considerable dexterity and, 
even more important, close attention to detail. ( )nly extracapsular extraction 
is suitable if the lens is to stay in place, and this must be perfectly performed 


Fic. 2.—Holding forceps. Anterior chamber lenticular implants in sterilizing rack. 


leaving an intact posterior capsule but no cortical remnants, a combination 
not always easy for any surgeon to attain. The actual insertion of the lens 
is comparatively simple. The only late complication which is at all common 
is dislocation of the lenticulus into the base of the vitreous; this is clearly 
impossible if the posterior capsule and zonule are intact. There is no evi- 
dence that these ever give way spontaneously but they may well be damaged 
or removed at operation without the fact being observed. It is a tragedy 
when a case successful for years suddenly becomes aphakic, even though a 
cataract glass may again give good acuity. Various mechanical methods for 
fixing the intra-ocular acrylic lens securely in place have been considered 
but the real answer to the problem is to avoid operative damage to its 
posterior support. 


ANTERIOR CHAMBER LENTICULAR IMPLANTS 

The difficulties of the intra-ocular acrylic lens operation, the necessity to 
avoid removing or damaging the posterior lens capsule, and the occasional 
severe and prolonged inflammatory reaction, led Strampelli (1954) and 
others to employ a lens placed in front of the iris. Although this situation 








a 
§ 
a 
Ls 
i 
a 
i 


i] 
ay 





stag 8 athe 
Ne aa ical! 


ae 


PORES cise es AE SOM 





THE TREATMENT OF CATARACT 533 


does not produce an optical effect precisely similar to the natural, the 
difference is not great. Various patterns of implants have been designed but 
all are basically similar. The one which I employ consists of a lenticular 
portion of 6 mm. diameter supported midway between the cornea and 
vitreous face by three projecting backward curving legs which provide wide 
triangular support by resting on the root of the iris (fig. 2). The two lower 
legs can be passed through a corneal incision about 8 mm. in length and 
the upper leg is then slipped behind the corneo-scleral lip. The lens is quite 
easily set in place if the pupil is small, either at the time of extraction or 
later. Intracapsular extraction is possible because there is no danger of 
posterior dislocation and, if extracapsular technique has been employed, a 
late capsulotomy presents no difficulty for there is a space of about 1.5 mm. 
between the lens and capsule. The operation can well be performed in two 
stages, the lens being inserted when the eye is fully recovered from the 
extraction and the insertion then gives rise to little postoperative iritis. If 
the refraction of the aphakic eye is known a special lens can be ground to 
suit the particular case. The cosmetic result is satisfactory, for the lenticular 
portion is concentric with the pupil and the transparent legs are not ob- 
trusive. At present no accurate method has been evolved for measuring the 
size of implant required so that it is necessary to have available sets of 
lenses with legs of different lengths. 

The closest approach to restoration of the normal optics of an eye is 
produced by insertion of an intra-ocular acrylic lens behind the iris—in the 
natural position—but there are cases in which injury has caused adhesions 
to form between the iris and lens capsule or previous surgery has weakened 
the iris by complete iridectomy where the original lens could not be em- 
ployed but insertion of an anterior chamber implant is practicable. 


CONCLUSION 

The introduction of artificial intra-ocular lenses two hundred years after 
Daviel’s first extraction, though not yet perfected, has made possible the 
restoration of more natural sight to those who develop cataract. It is prob- 
able that in years to come further study of endocrine function and of lens 
metabolism will enable the development of lens opacity to be arrested or 
prevented. 

I am indebted to Rayner & Keeler Ltd. for the loan of the blocks for fig. 1 and 2. 
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CONSIDERATION of the above title would seem, for once, to justify the 
hackneyed and somewhat pedestrian act of considering its exact import 
before embarking upon a dissertation on the subject which it conveys. 
Clearly one is to consider a pathological process in the retina, this process 
being limited to, or at least accentuated in, that specialized part of a 
specialized membrane which subserves the function of direct vision. For 
our purpose the optical and the physiological side must be disregarded ; the 
anatomical side demands scrutiny and it is precisely here that we find, to 
our surprise, so little to help in the explanation of the pathology, and so 
little to offer in explanation of why, apparently, this region should be so 
often singled out for pathological processes peculiar to itself. 


THE BIOLOGICAL VULNERABILITY OF THE MACULA 
It is clear that the macula is an area of peculiar biological vulnerability, 
for which the only explanation which readily offers is the fact of its extremely 
high differentiation and specialization. It is natural to look for some basic 
anatomical reason for the frequent disorganization of this site by patho- 
logical processes, notably in the direction of its vascular supply; but the 
result of the search is disappointment. There is nothing notable about the 
arrangement of the retinal vessels in this particular region, and indeed the 
centre of the site is actually devoid of retinal vessels; the outer layers of the 
retina as a whole are dependent upon the chorio-capillaris for their nourish- 
ment, and the interesting researches of Wybar (1954) and others have 
shown that not only is there nothing of particular note in the arrangement 
and distribution of the choroidal vessels in this area, but that the area which 
is concerned with the macular region of the retina is not recognizable as 
such in injected specimens. One is left with the reflection that the area is 
peculiarly vulnerable in the biological sense, and that its constant, intense, 
and exacting biological function may contribute to its vulnerability. 


INFANTILE AND JUVENILE MACULAR DEGENERATIONS 

Into this group fall those diseases of early life of a familial nature, which 
are due to a lipoid degeneration of ganglion cells. The cells of the retina 
are characteristically affected, though only as part of the general affection, 
and the diseases end in blindness, mental deterioration, and death. 

The infantile form is largely confined to members of the Jewish race, 
and is named, from its first describers, Tay-Sachs disease. In the course of 
months the infant becomes flaccid and apathetic and finally totally para- 
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lysed. Vision deteriorates, and fundus examination reveals the character- 
istic cherry-red spot at the macula, surrounded by a white area closely 
resembling that seen in obstruction of the central artery (fig. 1); the appear- 
ance is produced by the thinness of the retina in the macula area, through 
which the red reflex of the choroid 
shows strongly in contrast to the 
lack of reflex through the thicker 
pathological retina surrounding 
it. Optic atrophy follows; the 
patients seldom survive for more 
than two years. 

Sometimes the onset is delayed 
until the second or third years— 
the late infantile form—but the 
course and outcome are similar. 
This form is not limited to Jews. 

The juvenile form of cerebro- 
macular degeneration occurs 
around the age of ten; it is not 

Fic. 1.—Tay-Sachs disease. racially defined. The macular 
appearances are different, a pig- 

mentary change occurring which spreads peripherally. Optic atrophy 
follows, the disc becoming quite white and the vessels attenuated; general 
retinal atrophy renders the choroidal vessels easily visible, and the macular 
area becomes a large deeply pigmented patch; the pigmentation all over is 
dependent upon the atrophy of the rods and cones which leaves nothing 
but a sieve-like membrane separating the remains of the retina from the 


retinal pigment layer. 





HEREDO=MACULAR DEGENERATIONS 
In this group, hereditary and familial in nature, the degenerative process 
is confined to the macular area, and the central nervous system in general 
does not usually participate. The inheritance is usually of a recessive nature; 
isolated instances may also occur; and the changes may occur at any age. 
In familial instances it is usual for the changes to present at about the same 
age, and follow a common course. 

The typical change in the macular region is pigmentary in nature. Fine 
stippling appears, usually followed by coarser proliferation and the appear- 
ance of whitish areas, presumably large colloid formations. Central vision 
is slowly lost, that for colours being first affected. The discovery of 
diminishing central visual acuity with suspicious ophthalmoscopic evidence 
should always lead to a careful inquiry into family history and, if possible, 
to examination of near relatives, although it must unfortunately be admitted 
that the investigation is of academic interest only, no form of relief or arrest 


being known. 














536 THE PRACTITIONER 


SENILE MACULAR DEGENERATION 
This is a common cause of loss of central vision in old people and would 
appear to be secondary in nature, the primary cause being a vascular 
sclerosis and degeneration of the choroid, the vascular membrane lying out- 
side the retina upon which 
it is dependent for its 
nourishment. In so far as 
there is no good reason to 
attribute any peculiar fea- 
tures, anatomical or other- 
wise, to the chorio-capillaris 
in the central region, and 
moreover since the vascular 
degenerative and sclerotic 
changes in the choroid may 
be by no means restricted 
to this region, limitation 
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of the secondary retinal Fic. 2.—Senile macular degeneration, pigmentary type. 
changes to the central 

region, and especially to the macula, seem to indicate the local vulner- 
ability to which reference has already been made. 

The first appearance usually seen on ophthalmoscopic examination is a 
fine granular change accompanied or followed by pigmentary disturbance 
(fig. 2). Hamorrhage is a frequent concomitant, which may disappear 
apparently entirely, but which often becomes organized into a characteristic 
fibrous plaque or mass of a permanent nature. Exudative phenomena often 
occur (fig. 3), and may be of a very exuberant nature warranting the descrip- 
tive term, for such cases, of ‘senile macular exudative choroiditis’. 

No satisfactory treatment is available for this condition, although many 
attempts have been made to delay 
the process by the elimination of 
septic foci, dietetic measures, 
vitamin therapy and the use of 
vascular stimulants. It is impor- 
tant to note that there is no evi- 
dence that the use of central 
vision while it is serviceable has 
any deleterious effect upon the 
progress of this disease, and re- 
striction of an elderly patient's 
visual activity, while use can be 
made of it, simply adds an element 
of frustration to an already dis- 





tressing condition. On the con- _ ~ 
Fic. 3.—Senile macular degeneration, exuda- 
tive type. 


trary, interest has recently been 
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aroused in.the provision of far more efficient visual aids for such patients 
than have hitherto been available. Research is still proceeding on these lines; 
already it has been found possible, usually by magnifying devices, to enable 
many of the victims to enjoy much improved vision both for distance and for 
near, and in some cases to enjoy once again the reading of type which had been 
denied them by the use of ordinary spectacles. Important work in this sub- 
ject is being done by Moffatt (1956) and others, the technical side having 
been enterprisingly worked out by the dispensing firm of Keeler (1956). 





Fic. 4.—Colloid bodies. Fic. 5.—Doyne’s ‘honeycomb choroiditis’. 


COLLOID DEGENERATIONS 

Colloid formation in the region between retina and choroid is a common 
phenomenon and these bodies may be seen in any routine outpatient clinic. 
They are found at all ages but the older the patient the more likely is their 
discovery. Setting aside their very usual occurrence in degenerate eyes, one 
is concerned with the appearance of masses of these bodies in the central 
fundus in otherwise healthy eyes. Ophthalmoscopically they appear as 
small, roughly circular, whitish spots deep to the retinal vessels; coalescence 
may occur and result in irregularly shaped plaques (fig. 4). The spots often 
appear to be ringed with pigment, which is probably an optical effect due 
to the fact that the ophthalmoscope sees but one layer of pigment epithelium 
on the surface of the excrescence and over its surround, whereas the pig- 
ment epithelium, rising up the sides of the body as it does, is several cells 
thick in the line of vision. Their mode of formation is uncertain, but it 
appears likely that they are a secretion of the cells of the pigment epithelium. 
When this condition occurs sporadically it is often found in the course 
of routine examination with no complaint from the patient, for it is rare 
for the bodies, however apparently exuberant, to cause any visual defect. 
Originally miscalled a choroiditis, the condition is associated with the name 
of Tay who played a large part in the observations which led to the original 
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clinical description by Hutchinson (1875), and for long the ascribed title 
was “Tay’s central guttate choroiditis’. 

A separate entity, however, is the familial degeneration in which large 
quantities of these bodies appear around the macular area with destructive 
effect. This was originally described by Doyne (1899) as a ‘honeycomb 
choroiditis’ (fig. 5); formation continues and coalescence occurs, maybe 
accompanied by general degenerative changes and hemorrhages. The 
central zone proceeds to atrophy, and central vision is seriously affected in 





Fic. 6.—Central serous retinopathy. Fic. 7.—Retinitis circinata. 





Fic. 8.—Macular cyst. Fic. 9.—Hole at the macula. 


both eyes. The condition appears in youth, and females are more affected 
than males. 

CENTRAL SEROUS RETINOPATHY 
This condition usually occurs in males, in young adult or middle life, and 
is characterized by a circular area of edema accurately situated over the 
macula as a centre. The first complaint is of a moderate upset of central 











THE MACULAR RETINOPATHIES 539 


vision, and the ophthalmoscope reveals a raised area of shimmering appear- 
ance surrounded by a ring of bright reflex (fig. 6). There is some evidence 
that the cause lies in an angiospasm, part of a general vasomotor instability, 
although many consider that the capillary damage is due to toxins, and may 
be an allergic manifestation. Although resolution usually results in restora- 
tion of normal or practically normal vision, it is often difficult to correlate 
this fact with the ophthalmoscopic appearance, for evidence of the past 
attack may remain in the form of an atrophic area sometimes resembling 
an actual hole at the macula. Possible toxic factors should be 
eliminated, and the eye placed at rest and its use reduced. It is said that 
many cases show a positive skin reaction to tuberculo-protein; there is no 
evidence at all, however, that the condition is tuberculous in nature. 

It is difficult to conclude that this is a local disease; the localization is 
presumably once again to be attributed to the special vulnerability of the 
macular zone. 

RETINITIS CIRCINATA 
Occurring usually in elderly people, this condition is probably referable to 
hzmorrhages in the outer layers of the retina caused by degenerative and 
arteriolosclerotic changes in the vessels; embolism and miliary aneurysms 
have also been invoked in explanation. The macular area is ringed by dense 
white spots, discrete and coalesced (fig. 7), and the central area of the circle, 
including the macula, undergoes degenerative changes which result in 
serious visual deterioration. Very rarely does the opportunity present for 
histological examination of eyes affected by this disease, and those that have 
been thus examined have shown by no means uniform appearances, thus 
leading to a doubt as to whether the condition is actually a clinical entity. 


CYSTIC DEGENERATIONS 
Although the most common cystic degeneration of the retina occurs in the 
periphery (peripheral cystic degeneration, Iwanoff’s retinal edema, Blessig’s 
cysts), the macula is sometimes the seat of cystic degeneration (fig. 8)— 
presumably due to senile degenerative changes or to toxic influences. 
Careful ophthalmoscopy is often necessary to diagnose the condition, but 
when, as often happens, the cyst ruptures, a clean punched-out hole is 
visible through which the red granular choroid may be easily seen (fig. 9). 
Central vision is lost. No local treatment is possible, but, if the condition 
is referable to intra-ocular inflammation, vigorous measures must be 
directed to its control in an endeavour to arrest the disease in an early stage. 


The illustrations are reproduced by courtesy of the department of medical 
illustration, Institute of Ophthalmology (Dr. Peter Hansell). Fig. 5 is from the 
‘Atlas of Ophthalmology’ (Perkins and Hansell). 
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Forty years ago detachment of the retina was generally looked upon as an 
incurable disease. Attempts at cure, although numerous, were empirical 
and, so, rarely successful. In 1904, however, Jules Gonin (1934) of Lausanne 
began investigations which led him to what is now generally accepted as the 
correct theory of the pathogenesis of retinal detachment and, thereby, to a 
rational method of treatment. Of this he published his first results in 1923 
but, in spite of their obvious success compared with any that had gone 
before, Gonin was generally received with ridicule and even abuse until, at 
the International Ophthalmological Congress at Amsterdam in 1929, favour- 
able reports were presented by such accepted authorities as Vogt and Arruga, 
and Gonin at last received the recognition he deserved. Gonin’s contribu- 
tion to our knowledge was, in fact, the key to the problem and, although 
methods have changed since his day, and are still changing, they are, and 
always will be, based upon the principles enunciated by him. 


ETIOLOGY 
Retinal detachments may be primary—sometimes termed idiopathic or 
simple, or secondary—sometimes termed symptomatic. The first type is by 
far the most common and forms the main theme of this article. 

Age and sex.—Retinal detachment is comparatively rare before the age of 
twenty but from then onwards becomes increasingly common to a maximum 
incidence between forty and fifty. Senility is one of the common causes, 
in its own right. Males are affected more often than females in a ratio of 
two to one; this preponderance is only partly accounted for by the effects 
of trauma. Heredity, apart from its influence on myopia, is rarely a 
factor. 

Refraction.—Myopia is the main predisposing cause and is present in 
60 per cent. of cases. The higher the myopia the greater the predisposition. 

Trauma.—There is a history of injury in about 20 per cent. of cases but 
it is an important fact that even when injury is undoubtedly the exciting 
cause the eye is generally one which is predisposed to retinal detachment. 
Although any eye may suffer detachment if the injury is sufficient, it is 
remarkable how much trauma a healthy eye will tolerate in the shape of 
blows, wounds, ruptures, loss of vitreous and the like. 

Obvious types of injury are: a direct blow on the eye which causes a 
rupture of the retina at the ora serrata and a subsequent detachment which 
develops in the course of the succeeding weeks or months; an intra-ocular 
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foreign body which not only damages the retina but may cause a vitreous 
hemorrhage which, by organization and contraction, pulls the retina off. 
Less obvious are indirect injuries such as blows on the head, jolts of the 
body and even strenuous exertion such as digging or lifting a heavy suitcase 
from a luggage rack. These last, as causes of detachment, are arguable but 
there is considerable evidence that they are exciting factors in predisposed 
eyes. Such instances naturally 
raise medico-legal problems 
which are not simplified by 
the fact that some weeks may 
elapse between the date of 
the apparent injury and the 
onset of symptoms. 

A phakia.—Retinal detach- 
ment is unfortunately a not 
uncommon late complication 
of operations for cataract. 
After extraction it occurs in 
approximately 1 per cent. of 

















: 
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Fic. 1.—Section through detachment showing cases. After operations for 
cystoid degeneration of retina and vitreous congenital cataract, detach- 
adherent to a floating flap of retina which has : 
been torn away to form a hole (Arruga). ment occurs in between 10 


and 30 per cent. of cases 
during the second, third or fourth decade; for this reason some surgeons 
make a practice, in cases of bilateral congenital cataract, of only operating 
on one eye. 

Juvenile detachment.—There is a distinct group of cases in which cystic 
detachment develops in the lower part of the retina and in which both eyes 
are commonly affected. The patients are usually between twenty and forty 
years of age. Progress of the detachment is generally extremely slow but if a 
cyst ruptuies it may spread more rapidly. 


PATHOLOGY AND PATHOGENESIS 

Except for a small minority in whom, for example, the detachment is caused 
by direct trauma to a healthy eye or by traction of an organized vitreous 
hemorrhage, simple detachment of the retina is the result, primarily, of 
choroido-retinal degeneration which is itself due to vascular changes and 
which occurs most commonly in myopic and elderly eyes. This degeneration 
leads to the development of areas of atrophy and sometimes to peripheral 
cyst formation. Associated with it is degeneration of the vitreous, part of 
which becomes fluid while the remaining ‘solid’ part shrinks forwards 
towards the lens. At the same time adhesions often occur between the 
vitreous and the area or areas of choroido-retinal atrophy (fig. 1). 

The stage is now set for the appearance of a retinal tear or hole. In some 
cases this is brought about simply by the giving way of a thin patch of 
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atrophied retina, in some by the rupture of a retinal cyst, but in most it is 
probably assisted by the pull of an adherent strand of vitreous, swinging to 
and fro with the movements of the eye (fig. 2). Once its continuity is broken 
it is only a matter of time before the retina begins to detach, for, strictly 
speaking, a simple detachment is a separation of what were originally the 
inner and outer layers of the optic vesicle, between which there is no organic 





Fic. 2.—Diagrams showing vitreous traction theory of tear formation (Gonin). 


adhesion. Fluid from the vitreous passes through the hole into this potential 
space and the separation begins. 


CLINICAL PICTURE 
Premonitory symptoms.—In what is probably a minority of cases a retinal 
detachment is heralded by certain classical premonitory symptoms. These 
are of two kinds: (a) photopsiz, or flashes of light, are fairly common and 
should always suggest the possibility of a detachment although they do have 
other causes. They take various forms, such as minute sparks or flashes, or 
brilliant linear circles changing like ripples on the surface of water. They 
are due to the actual tearing and initial separation of the retina and are 
therefore a useful guide to the site of the tear. (b) The other premonitory 
symptom is the sudden appearance of vitreous opacities in the form of ink- 
like spots or cobwebs. They are due either to hemorrhage from a small 
vessel ruptured at the site of the tear or to sudden detachment of adherent 
vitreous which may or may not bring away a piece of retina with it. 

Such symptoms may occur together or alone. In either case they should 
be regarded with suspicion. The fundus of the eye should be carefully 
examined at once because if a hole can be found while the retina is still in 
place it can be sealed with near certainty of cure. If it is not found the 
patient should limit his activities and be kept under careful observation for 
the following week or two. : 

Symptoms.—Once the detachment has begun the most common pre- 
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senting symptom is failing sight. The failure may come on without warning 
or it may follow in a matter of hours or days one or other of the premonitory 
symptoms already described. It may be generalized but more often the 
complaint is of a shadow starting in one part of the field and gradually 
extending. On the other 
hand, an _ unobservant 
patient may notice nothing 
wrong until the macula be- 
comes involved when the 
first symptom may be the 
apparent distortion of 
objects—as in a lady who 
could not think why every 
car she saw had been in- 
volved in a severe and 
identical accident! Some- 
times the patient only dis- 
covers by chance that his 
eye is defective, whilst 
small stationary detach- 
ments—such as cysts—give 
rise to no symptoms and 
are only found on routine 
examination of the fundus. 

An interesting, if rare 
and somewhat academic, complaint is of delay in light and dark adapta- 
tion in the affected part of the field. It only occurs when the detachment 
is very shallow and is due to the impairment, without actual prevention, of 
the function of the pigments concerned in light and dark adaptation, 
owing to the separation of the rods and cones from the underlying pig- 
ment layer. 

Previous history.—This is naturally of considerable importance. A history 
of injury to the eye, of operation for cataract, of a previous detachment in 
the same or in the other eye and, of course, the presence of myopia, par- 
ticularly if it is of high degree, all provide suggestive evidence in a suspected 
case. 





Fic. 3.—Typical retinal detachment in the upper tem- 
poral quadrant with a horseshoe tear (Arruga). 


OPHTHALMOSCOPIC FINDINGS 

In order to examine the fundus oculi properly a mydriatic such as homa- 
tropine and cocaine is necessary. In this country, direct ophthalmoscopy is 
the usual method of examination but it must be confessed that the indirect 
method, particularly that with the binocular instrument originally intro- 
duced by Gullstrand and recently modified by Schepens of Boston (Fison, 
1955), has certain advantages. Its only disadvantage is the time and labour 
necessary to learn how to use it. 
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The following are the main features of a typical, recent, simple retinal 
detachment :— 

(a) The detached area gives a greyish appearance to that part of the fundus 
reflex observed through the dilated pupil. 

(b) The detached 
retina looks more or 
less opaque and grey- 
ish or smoky and, if 
deeply detached, is 
thrown into folds (fig. 
3). The retinal vessels 
look black and have 
an undulating course 
over the uneven sur- 
face of the retina. 
Shallow detachments 
and those of long 
standing are less ob- 
vious because the 
greyish appearance of 
the typical detachment 
is missing. In the 
former the points to 
look for are the ab- Fic. 4.—Lower temporal dialysis (Fison). 
sence of the normal 
choroidal pattern of the fundus (well shown in fig. 4) and the slight honeycomb 
look of the retina which is often present and, once seen, is unlikely to be for- 
gotten. In the latter the retina is often deeply detached but is transparent. The 
normal choroidal red reflex is therefore present but the separation from it 
of the dark retinal vessels can be observed by parallax. 

(c) The hole or tear.—The frequency with which tears are found depends 
upon the skill, experience and patience of the observer. Thus, Arruga (1936) 
in his early days found them in only 40 per cent. of cases. After a visit to 
Lausanne in 1928 his percentage rose to 65 and by 1935 to 85. Retinal tears 
are recognized by the bright red reflex of the choroid showing through, 
in contrast with the greyish opaque screen of the surrounding retina. They 
occur most commonly (50 per cent.) in the upper temporal quadrant and 
least commonly (5 per cent.) in the lower nasal quadrant, but the site varies 
with the type of hole and the type of hole with the cause of the detachment. 

Horseshoe or arrowhead shaped tears are the most common (fig. 3). They 
are typical of myopic detachments and occur in front of the equator, most 
commonly in the upper temporal quadrant. They may be single or multiple. 
Dialyses are typical of traumatic detachments and ruptured retinal cysts 
(fig. 4). They occur at the ora, generally in the lower temporal quadrant, 
and are semilunar in shape. They are usually large and single but there is a 
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small, multiple variety, difficult to find, which occurs in aphakic detachments 
(fig. 5). Round holes are usually small and may occur anywhere (fig. 6). A 
special type is that which occurs at the macula but in most instances in 
this situation it is an apparent, not a true, hole. 


COURSE 
There are various 
possibilities which de- 
pend to some extent 
upon the site and 
cause of the detach- 
ment. Those that be- 
gin in the upper part 
of the fundus always 
The ora serata in aphakia showing gravitate in time— 





Sordy: Resinad. tear et, the era; which may be a matter 

Fic. 5.—The ora serrata in aphakia showing early retinal of days or weeks—to 
tear at the ora (Philps). the lower half. When 
this happensthe upper 


part of the retina may remain off and the detachment thereby becomes total, 
or, perhaps more commonly, it goes back leaving the eye with the lower half 
of the visual field functioning. Spontaneous flattening of the upper half of the 
retina, and with it the retinal tear, may even lead in the course of months 
or years to spontaneous complete cure; but such a cure is only anatomical 
because by the time the lower half of the retina has also flattened out it has 
usually lost its function. Spontaneous cure with restoration of vision, though 
not unknown, is far too rare to 
be relied upon as a guide to 
action—or, rather, inaction. 
Lower half detachments may 
spread rapidly but the juvenile 
symmetrical type usually pro- 
gresses extremely slowly. They 
often show one or two white 


P cca lines or ‘high water marks’ at 
: ; different levels where the de- 
‘ , . . 

Mig o! tachment has remained station- 


opncome §=._- ary for a period. 

So long as any part of the 
retina remains in place the eye, 
as a rule, remains compara~ 
tively healthy. If the detachment 
becomes total, chronic uveitis, 


a complicated cataract and ulti- 
Fic. 6.—Round hole at periphery without de- ¥ f th 
tachment (Fison). , mate degeneration of the eye are 

















546 THE PRACTITIONER 


the usual sequels. Degeneration in the eye is always associated with 
metaplasia of pigment. Metaplasia may turn to neoplasia so that malignant 
intra-ocular new growth is a not unknown late complication. 


TREATMENT 

Initial medical treatment.—Once a detachment is diagnosed, treatment must 
be started at once because time is a most important factor in the prognosis. 
The patient must be admitted to 
hospital and put to bed to lie in 
such a position that the detach- 
ment will, if possible, flatten out by 
gravity. Thus, if the detachment is 
in the upper part of the eye the 
head must be low and the end of 
the bed raised on blocks. Bandaging 
of both eyes is a definite aid to the 
flattening process. Flattening is the 
rule in recent detachments and 
implies a good prognosis. 

If a hole has not already been 
found it must be looked for and, Fic. 7.—Thermo-cautery puncture (Gonin). 
when it is found, search should be 
made for more holes. A rough sketch of the pattern of the main retinal 
vessels and their relationships to the hole or holes is an aid in the search 
and of inestimable value in the subsequent treatment, for it is surprising 
how holes, easily found in the clinic, have a habit of disappearing when 
looked for in the operating theatre. 

Surgical treatment.—The story begun by Gonin and still growing is so 
fascinating that it seems reasonable to give it in semi-narrative form. 

The principles enunciated by Gonin are that to cure a simple detachment 
the hole or holes in the retina must be sealed and in order to do so the 
retina must be brought in contact with the choroid at the site of the hole 
and there caused to adhere, by means of an artificially created choroido- 
retinitis. In 1930, it must 
be confessed, little was 
known on this side of the 
Channel of Gonin’s 
work, or at any rate its 
true value was not appre- 
ciated; but in that year 
a lady whose retinal de- 
tachment had been cured 
by him was seen by an 
ophthalmic surgeon in 
London. The latter at Fic. 8.—Guist’s operation (Arruga). 
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once realized the significance of what he 
saw and was himself soon on his way 
with a colleague to Lausanne. There they 
were received with charm and courtesy. 
They learned from Gonin the details 
of his method and returned to spread 
the good news in England. Gonin’s 
operation (fig. 7) consisted, in essence, 
in penetrating the sclera with a 
thermo-cautery at the exact site of the 
retinal hole, or, rather, at the point 
on the eye where the hole would lie if 
the retina were in place. This evacuated 
the subretinal fluid and allowed the 
retina to fall back on the choroid, and 
at the same time created the necessary 
choroido-retinitis to seal the hole. 
The climax of the operation was brief 
but its success depended upon a pains- 
taking preparation in which the eyc 
was studied, measured and marked. 

By 1930 Gonin’s operation was 
curing 50 per cent. of cases. This was 
remarkably good but the difficulty of 
hitting the exact site of the hole at the 
first (and only) shot, as it were, soon 
led to attempts to improve upon it. 
The first of these was introduced 
by Guist (1931) of Lindner’s clinic in 
; é Vienna. His operation (fig. 8) consisted 
Fic. 9.—Retinal tear before, during, . . : . 

and after, a successful diathermy | iM surrounding the site of the retinal 
operation (Arruga). tear with multiple trephine holes 

in the sclera, through which caustic 

potash was applied to the underlying choroid. Finally the subretinal fluid 
was evacuated through one of the trephine holes. Guist’s results were as 
good as Gonin’s but, in spite of modifications introduced by Lindner 
(1933b), the operation was such that the latter is quoted by Gonin as calling 
it ‘la plus fatigante et la plus difficile de notre specialité’. It is still, however, 
practised in modified form (Lister, 1953) and has left the valuable legacy 
of potash as a means of producing a choroidal reaction, of which more anon. 

Almost simultaneously with the Guist technique came the short-wave 
diathermy operation which we owe chiefly to Larsson (1930) of Sweden 
and Weve (1932, 1939) of Holland. This consists of heating the choroid at 
the appropriate place by a high frequency alternating electric current of 
about 70 milliamps applied to the sclera by means of either a surface or a 
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penetrating electrode. Most surgeons prefer the former and only use the 
latter to evacuate subretinal fluid at the end of the operation, but there are, 
naturally, many variations in detail. The advantages of this operation are 
that it is technically easy and its location and effect can be visually checked 
with an ophthalmoscope. Figure 9 shows the immediate and late effects of 
accurately placed surface diathermy on the retina around a hole—but it is 
worthy of remark that visible reaction around the hole at the time of 
operation is not essential to success and efforts to obtain it in inapproriate 
circumstances only cause excessive scarring and secondary tears. Accurate 
localization on the other hand is vital. 





Fic. 10.—Diagram of detachment and two-stage full-thickness scleral resection. 


By 1940, diathermy, in expert hands, was curing over 80 per cent. of 
favourable, and nearly 50 per cent. of all, cases. It was the widely accepted 
method of choice and thanks to it the surgical treatment of simple retinal 
detachment has been solved to a great extent. 

There remains, however, what may topically be termed a hard core, or 
resistance group, of cases in which the prognosis for diathermy is poor. It 
includes high myopes, aphakic eyes, detachments of long standing and other 
types, in all of which the common difficulty is to bring the retina back to 
meet the choroid. The answer seems to be to ‘meet the retina half way’ by 
shortening the eye and this is the principle of a variety of operations intro- 
duced in recent years. 

The first was Lindner’s (1933a) modified revival of Miiller’s original full- 
thickness scleral resection. It consisted in resecting a 3 to § mm. wide strip 
of sclera from part, or all, of the circumference of the globe as illustrated in 
figures 10 and 11. This operation had certain hazards and has, in con- 
sequence, been replaced by lamellar scleral resection, introduced by Shap- 
land (1951) of London. Figure 12 shows this operation in progress. Both 
these operations may be combined with diathermy but, more commonly, 
weak potash is used, applied direct to the exposed or partly exposed choroid. 
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Another method is to reef the sclera without actual resection, after the 
manner of Weve (1950) or of King (1956), and, most recently, Schepens has 
employed a length of polythene tubing infolded in the resection in order to 
raise a ridge of choroid within the eye. 


Another important 
aid is the injection 
of air or saline into 
the vitreous in order 
to push the retina 
back. This is especi- 
ally useful in elderly 
patients with upper 
half detachments. By 
sitting the patient up 
—which is desirable 
in such cases—the 
bubble of air is made 
to float to the upper 
part of the eye and 
press the retina 
against the choroid. 
Vitreous transplants 
from cadaver eyes 
are under trial by 
Shapland and others. 

Fic. 11.—Result of operation illustrated in fig. 10. The most recent 
and __ revolutionary 
innovation, though perhaps limited in its application, is of interest, not 
least because the source of its inspiration was the sun. Its inventor, Meyer- 
Schwickerath (1954) of Bonn, after seeing the burns at the macula sus- 
tained by careless observers of the eclipse of the: sun, decided to use this 
source as a means of producing the coagulation of the retina necessary to 
seal retinal tears. An overloaded arc lamp has now replaced the sun as being 
more convenient. From it an intense beam of light is focused through the 
pupil, under ophthalmoscopic control, on the part of the retina which it is 
desired to treat. The result is a therapeutic choroido-retinal burn of controlled 
extent. The method is successful in cases of shallow detachment and partic- 
ulatly for true holes at the macula which are almost impossible to treat by 
other means. 

Management subsequent to surgery.—Whatever the operation, the patient 
goes back to bed after it and is placed in the position best suited to make 
and keep the retina flat. He remains thus with both eyes bandaged for 
approximately two weeks, after which he is usually given a pair of ‘pinhole’ 
spectacles and is allowed to become progressively more active. He usually 
leaves hospital in the third or fourth week. After this a period of con- 
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valescence of between two and six weeks is necessary, its length depending 
upon the nature of the case. The subsequent occupation of the patient 
should be designed to avoid such factors as might cause a recurrence. It is 
difficult to lay down hard and fast rules and caution must be tempered with 
reason but strenuous exertion, such 
as digging and lifting heavy objects, and 
jolts, such perhaps as firing a twelve 
bore shot-gun, driving a golf ball and 
high diving, are suggested sources of 
danger. 


PROGNOSIS 
The rate of cure for detachment opera- 
tions has shown a more or less steady 
advance during the last thirty-five 
years—from the days when a cure was 
arare event to today when the expec- 
tation of success ina favourablecaseis 5. |, 1 amellar scleral resection in 
over 80 per cent. A favourable out- progress (Shapland). 
come naturally depends upon several 
factors. The most important is time. This affects the issue in two ways: in 
the first place, as Arruga (1936) shows, the chances of cure in the first fifteen 
days are 86 per cent., in the second month about 50 per cent. and after six 
months less than 40 per cent —and the latter figure is probably optimistic; 
secondly, if the cure can be achieved before the macula becomes detached, 
and this is usually a matter of days or even hours, the chances of saving 
unimpaired central vision are greatly enhanced. 

Other factors include the type of case: localized detachments of recent 
origin and cystic detachments having a good prognosis, whereas detachments 
with multiple tears, those in aphakic eyes, those due to organized vitreous 
bands and detachments which have recurred after diathermy are all more or 
less unfavourable. Age, too, is important—not so much from the point of 
view of tissue reaction as from the possibility or otherwise of keeping the 
patient still in bed after operation. This applies to the juvenile as well as 
to the elderly patient. Furthermore, an unfavourable case may need as many 
as three or four operations to achieve a cure. This requires considerable 
moral as well as physical stamina. That these major undertakings are well 
worth while is shown by Shapland (1955) whose experience in them is 
second to none. From a study of his figures he concludes that scleral resection 
has improved the over-all prognosis by 10 per cent. 

It may therefore be said that, whereas at one time almost every case of 
retinal detachment was hopeless, now no case is hopeless. 





SYMPTOMATIC DETACHMENTS 
These form a comparatively small group in which the detachment is, as it 
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were, incidental to any ocular or systemic disease which causes the retina 
to be pushed or pulled out of position. The latter is usually an organized 
vitreous hemorrhage, the result perhaps of diabetes mellitus or Eales’s 
disease. The former may be fluid, such as the subretinal exudate which 
forms in association with toxemia of pregnancy or sometimes with scleritis 
and choroiditis. There are also several varieties of exudative ‘retinitis’ of 
obscure origin, one of which is quite common in the macular region of the 
elderly eye. 

Unfortunately, however, the commonest cause of a symptomatic detach- 
ment is a malignant growth: either a primary choroidal melanoma or a 
secondary metastasis from some distant primary source. The diagnosis in 
these cases is easy except when the growth is more or less obscured by an 
associated fluid detachment. In these circumstances the points of differentia- 
tion from primary detachment are: the presence of solidity and/or pigment 
at least somewhere in the detachment; the absence of a hole; the presence 
of new vessels; partial darkness on transillumination. The use of radioactive 
isotopes in diagnosis is promising but is still in the experimental stage. 

In the benign varieties the treatment of symptomatic detachments is the 
treatment of the cause. In the malignant it is usually enucleation of the eye. 
However, some have been treated with such methods as diathermy and 
radiotherapy. Although both the number and success of these cases have 
been limited, it is not difficult to imagine that a conservative method of 
treatment will be found in the not too distant future. 

My thanks are due to M. Edouard Gonin for permission to use two illustrations 
from his father’s classical work on retinal detachment, to Count Hermenegildo 
Arruga, Mr. C. Dee Shapland and Mr. Lorimer Fison for permission to borrow 
their illustrations, to the council of the Ophthalmological Society of the United 
Kingdom for permission to use the illustration in figure 12 which is taken from 
their Transactions, and to the council of the Ophthalmological Society of Australia 


for a similar favour in regard to figures 5, 10 and 11; also to the medical illustration 
department of the Institute of Ophthalmology for their able assistance. 
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INJURIES TO THE EYE 


By H. VERNON INGRAM, O.B.E., T.D., M.B., D.O.M.S. 
Ophthalmic Surgeon, Royal Victoria Infirmary, Newcastle upon Tyne 


ALTHOUGH the eye is fairly well protected by the eyelids and bony orbit, 
injuries are frequent. Many of these are trivial and, provided that adequate 
treatment is given immediately, no serious consequences ensue. The intro- 
duction of the antibiotics reduced very considerably the incidence of corneal 
ulceration, particularly hypopyon ulcer. First-aid attendants at most works 
now instil sodium sulphacetamide drops immediately and prevent minor 
injuries becoming infected. In spite of this improvement many injuries still 
occur which are really preventable. Unfortunately the British workman does 
not like using protective goggles, and therefore continues to expose himself 
unnecessarily to injuries by flying particles of metal or other materials. 


INJURIES TO THE EYELIDS 
Contusions.—The eyelids readily develop hematomas as a result of a con- 
tusion, but if there are no other injuries recovery is rapid and uneventful. 
Except for the application of cold compresses in the early stages to prevent 
further bleeding into the tissues, treatment is not usually indicated. 

Lacerations.—Lacerations of the eyelids call for immediate treatment, 
particularly if the whole thickness is involved. Any retained foreign matter 
must be carefully removed and the wound edges should be drawn together 
as accurately as possible. There is rarely any need to excise the margins 
and healing is usually rapid because of the good blood supply. Attention 
should be paid to the orbicularis muscle, and the normal anatomy restored 
so far as possible. If the lid margin is divided particular care is needed if 
deformity is to be avoided. Very fine silk is the best material to use and 
sufficient sutures should be inserted to ensure accurate and perfect appo- 
sition of the wound edges. A light bandage, avoiding any pressure, should 
be applied for the first twenty-four hours, after which it is usually better 
to discontinue bandaging. The sutures should be removed early: some in 
forty-eight hours and the rest on subsequent days; the last in, at the most, 
four or five days. 

If the lacrimal canaliculus is severed every effort should be made to restore 
its continuity. If the two cut ends can be found, polythene tubing (1 mm. in 
diameter) should be inserted into them and the two ends can then be 
approximated accurately round the tube and sutured to keep them in place. 
It is often extremely difficult to find the inner end of the severed canaliculus 
and in such cases one is fully justified in opening the lacrimal sac and 
passing the tube from the inner end. The tube can be left in situ for three 
weeks if necessary. 

Burns.—Burns of the eyelids are usually part of more extensive injuries 
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involving the face and even other parts of the body. From the ophthalmic 
point of view their importance lies in the possible damage to the eye. This 
may be immediate, or delayed as a result of subsequent contraction of scar 
tissue, producing ectropion and contracture with exposure of the eye. Such 
resulting deformities require a plastic operation for their correction. 


CONJUNCTIVAL AND CORNEAL FOREIGN BODIES 

Small particles of dust and grit which evade the protective screen of the 
eyelashes often lodge on the eye but are moved away by the blinking of the 
eyelids and washed out by the tears without producing damage. Sometimes 
these foreign bodies are picked up by the upper lid and become lodged in 
the sulcus subtarsalis. They produce intense discomfort and profuse water- 
ing, irritating the eye with every movement of the lid over the globe. 
Superficial abrasions of the cornea are often produced and in the presence 
of infection may develop into ulcers. 

The foreign body is easily removed on eversion of the eyelid. The lashes 
and margin of the eyelid are grasped between the thumb and first finger of 
the right hand and gently drawn downwards and away from the globe while 
the patient is instructed to look downwards. The first finger of the left 
hand is placed on the skin of the lid at the level of the upper margin of the 
tarsal cartilage, and while the finger presses the cartilage downwards the 
right finger and thumb rotate the margin of the lid forwards and upwards. 
As soon as the lid is everted it is held in place by the left thumb on the 
margin. A foreign body in the subtarsal sulcus is exposed to view and readily 
removed with a pencil swab (a swab of moist cotton-wool rolled to a point). 
The lid is returned to position by telling the patient to look up and at the 
same time pushing the margin downwards. A drop of 10 per cent. sodium 
sulphacetamide is instilled but no bandage is required. 

Foreign bodies may become embedded in the cornea causing acute pain 
and watering. The more superficial the foreign body the more painful it is 
apt to be, as it irritates the nerve endings which lie immediately beneath 
the epithelium. There may be intense photophobia and blepharospasm. 
The foreign body may be very small and difficult to see and a careful search 
must be made with a loupe (giving a magnification of = 10) and oblique 
illumination. Examination may be facilitated by the instillation of a drop of 
2 per cent. fluorescein, the surplus being removed by irrigation with dis- 
tilled water. If the area immediately around the foreign body has been 
denuded of epithelium the fluorescein stains it bright green. 

To remove corneal foreign bodies three drops of 1 per cent. amethocaine 
should be instilled at one-minute intervals, and the particle dug out rather 
than scraped off. As little damage as possible should be done to the sur- 
rounding cornea. The lids should be gently separated by thumb and finger, 
applying just sufficient pressure to hold the lids apart and aid in keeping 
the eyeball still. A good light is essential and a binocular loupe is useful. 
A sharpened-down cataract knife is a useful instrument and much better 














554 THE PRACTITIONER 


than the common eye-spud. In emergency a hypodermic needle will suffice 
very well. The whole foreign body must be removed, including the brownish 
rust ring which is often present round particles of iron. This is sometimes 
much more difficult than removing the foreign body itself and in such cases 
can be accomplished by drilling it out with a small dental burr rotated 
between the fingers as suggested by Arruga. A drop of 10 per cent. sodium 
sulphacetamide should be instilled and the eye covered with a pad for 
twenty-four hours. If there is any circumcorneal injection (indicating irrita- 
tion of the iris) a drop of 2 per cent. homatropine should also be instilled. 
Atropine may be required if an ulcer has developed round the foreign body, 
but should not be used as a routine as it interferes with vision and may 
render the workman incapable of returning to his job for some days. Also, 
in a person over forty, it may precipitate an attack of glaucoma. 

Deep foreign bodies in the cornea offer a much greater problem. Some 
may be removed with a hand magnet, but others will have to be cut out. 
This should only be attempted in the theatre. It may be necessary to make 
a shelving incision through the cornea with a broad needle and introduce 
an iris spatula moulded to the curvature of the posterior surface of the 
cornea. This is pressed against the back of the cornea to give a firm base 
to cut down on, and prevent the foreign body slipping through into the 
anterior chamber. 

BURNS 

Burns with melten metal such as lead and solder often look worse in the 
early stages than they eventually prove to be. The metal should be removed 
and, if both the conjunctival surface of the lid and the globe are affected, 
every effort must be made to prevent adhesions (symblepharon) developing 
during the process of healing. A drop of 1 per cent. atropine, preferably in 
castor oil, should be instilled and a pad and bandage applied. Each day the 
lid and globe must be separated by a glass rod, sweeping this well into the 
fornix, and an ointment inserted. If on'ty a small area of the globe has been 
damaged it may be possible to cover this with a conjunctival flap and so 
reduce the liability to symblepharon. 

In burns with chemicais, on the other hand, the damage may look rela- 
tively slight initially. The cornea may be fairly clear, yet staining with 
fluorescein may show extensive damage. Lime and caustic soda are very 
prone to produce increasing opacity. This has usually been attributed to the 
continued chemical action on the cornea, but it is probably brought about 
by the action of the products of destruction of the conjunctiva. 

Treatment should be initiated as soon as possible. The caustic agent must 
be removed by free irrigation with copious water. Theoretically one should 
use a weak acid (boric acid ioiion) for alkali burns and a weak alkali (3 per 
cent. sodium bicarbonate) for acid burns, but these are rarely available 
immediately and tap water is just as effective. Any solid particles, as of lime, 
should be picked or cut out. In lime burns, 10 per cent. neutral ammonium 
tartrate, if available early, helps to minimize the damage. It can be used as 
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drops or as a lotion but it is painful and a local anesthetic is necessary. 
The greatest danger is of the formation of symblepharon and dense 
corneal opacities. The former must be combated as in the case of metal 
burns. The use of amniotic membrane grafts is particularly valuable in lime 
burns: not only do they lessen the danger of symblepharon but they help 
to prevent opacification of the cornea, possibly by lessening the absorption 
ot deleterious products from the damaged conjunctiva. Amniotic membrane, 
folded into several layers, is stitched to the globe so as to cover the affected 
area of the conjunctiva. It is difficult to apply and it is wise to insert the 
retaining sutures through the membrane before it is applied to the eye and 
becomes wet. The whole of the damaged area of bulbar conjunctiva should 
be covered, but not more than half to two-thirds of the cornea, even when 
the area involved is greater than this. Experience has shown that covering 
more than this is unfavourable and even tends to increase the opacity. The 
earlier the graft is applied the better is the prognosis; the majority of cases 
recover with a clear cornea if grafted within forty-eight hours of the injury. 


CONTUSIONS 
These injuries are produced by a blow on the eye with blunt objects such 
as the fist, a tennis or squash ball, or by blast in explosions. The damage 
may be limited to the anterior or posterior segment of the eye, or may be 
more extensive. Slight injuries may only result in a subconjunctival hemor- 
rhage, but care must be taken to exclude a fracture of the skull. If there is 
any doubt the skull should be x-rayed. If the hemorrhage is the result of a 
fracture it is usually most marked towards the fornices and the posterior 
limit is invisible. When due to a local lesion the haemorrhage is most marked 
towards the limbus. No treatment is required though a placebo may be given. 

The iris may be damaged in various ways. The pupil margin may be rup- 
tured in one or more places and as a rule the sphincter muscle is torn. It 
never reunites and the pupil may remain permanently larger than its fellow. 
Treatment is unavailing. In some cases the ciliary margin of the iris is 
torn away from the ciliary body, producing an iridodialysis. The pupil be- 
comes D-shaped. Hemorrhage often occurs when the root of the iris is 
torn, and it may mask the iridodialysis until absorption occurs. The blood 
sinks to the lower angle of the anterior chamber and appears as a red 
crescent with a horizontal upper limit. When it absorbs, the dialysis can be 
seen as a second ‘pupil’, and vision may be disturbed if it is sufficiently 
large. Hyphemia may also occur from rupture of vessels in the iris without 
an iridodialysis. 

Atropine should be instilled until the hyphemia absorbs. If the hamor- 
rhage is very extensive it may produce a rise in the intra-ocular pressure 
and, if prolonged, this may be followed by blood-staining of the cornea. It 
may therefore be necessary to make a small incision just within the margin 
of the cornea in the lower outer quadrant and evacuate sufficient blood to 
reduce the tension. Care should be taken to let the blood out slowly by 
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gently depressing the posterior lip of the incision, so as not to produce 
more hemorrhage from suddenly dilated vessels. The anterior chamber 
should not be emptied completely as pain may be experienced if the iris 
touches the cornea. If blood-staining of the cornea occurs, the cornea takes 
on a greenish hue and it may look as if the lens is dislocated into the anterior 
chamber. It takes a long time to absorb and it does so from the periphery 
towards the centre. In my experience this is accelerated by the instillation 
of 1 per cent. cortisone drops four or five times a day 

Traumatic mydriasis may occur with or without paralysis of accommoda- 
tion. Some cases gradually recover but others are permanent. Instillation 
of pilocarpine or weak eserine should be tried but is not often successful, 
although it may reduce the dazzling effect of the enlarged pupil by reducing 
its size. 

There may be injury to the suspensory ligament of the lens. If this is partial, 
the lens becomes subluxated and the iris may be tremulous where it has 
lost the support of the lens. The lens becomes more circular and the refrac- 
tion tends to become more myopic; it also tilts, leading to astigmatism, both 
of which of course affect the vision. No treatment is required unless com- 
plications (iritis or secondary glaucoma) ensue, when treatment is sympto- 
matic. If the suspensory ligament is ruptured throughout its circumference, 
the lens becomes dislocated. It may slip forwards through the pupil into 
the anterior chamber, or backwards into the vitreous. The former constitutes 
a surgical emergency as, if the lens is not removed soon, secondary glau- 
coma is liable to occur. The latter may not call for interference, and if 
complications do not ensue it is probably better left alone. These cases 
often undergo slow degeneration, and iridocyclitis or secondary glaucoma 
may develop. 

If the globe is ruptured, as in a blow from down and out which forces 
the eye against the pulley of the superior oblique, the lens may be dislocated 
and extruded through the rupture and come to lie under the conjunctiva. 
In no circumstances should an attempt be made to remove such a lens until 
the rupture has healed, as vitreous loss would be certain. Blows on the front 
of the eye may also produce a rupture at the back due to the impact of the 
fluid wave on the fundus. The rupture is usually temporal to, and con- 
centric with, the disc. In the early stages it is often hidden from view with 
the ophthalmoscope by hemorrhage. It produces a permanent scotoma in 
the field of vision and, if the overlying retina is also ruptured, a sector- 
shaped defect extending to the periphery. 

The retina may be torn or separated from the ora serrata by blows on 
the eye particularly in the presence of myopia. This leads to a detachment 
of the retina which requires an operation to seal the hole and replace the 
retina. The patient may experience flashes of light due to movement of the 
separated retina and complain of a shadow over part of the field corre- 
sponding to the detachment. Left alone, the detachment progressively in- 
creases and blindness ultimately ensues. About 60 to 70 per cent. of cases 
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can be cured by operation. Commotio retine is an cedema of the retina in 
the posterior regions, probably due to injury to the walls of the small 
capillaries as a result of contusion. The fundus round the disc and macula 
looks pale and edematous and may simulate the picture seen in embolus 
of the central artery. The vision is affected but it tends to improve as the 
cedema subsides, and many cases recover completely. Complications, such 
as cyst formation at the macula, and progressive pigmentation, may follow. 
The anterior wall of the cyst may rupture, producing a ‘hole’ at the macula 
with loss of central vision. Treatment is not very helpful and rest and time 
are as much use as anything. Pilocarpine drops have sometimes been advo- 
cated as aiding the absorption of the fluid; more recently systemic cortisone 
therapy has given encouraging results in some cases. 


PERFORATING WOUNDS WITHOUT RETENTION OF AN 
INTRA-OCULAR FOREIGN BODY 

These may be produced by knives, forks, scissors, toys (such as metal 
propellers), darts, glass, pieces of wood while chopping firewood, flying 
particles of metal from a hammer or chisel, and so on. Such injuries are 
all surgical emergencies and the prognosis may depend upon the speed with 
which treatment is instituted. The globe may be so severely damaged that 
removal is the only course to adopt, but if there is any possibility of saving 
useful sight the eye should be retained. A careful examination should be 
made to assess the degree of damage and to exclude an intra-ocular foreign 
body, and the orbit should be x-rayed if necessary. The wound may involve 
cornea or sclera or both, and those in the region of the limbus and involving 
the ciliary body are the more serious. Various structures of the eye (iris, 
ciliary body, lens or lens capsule and vitreous) may prolapse or become 
incarcerated in the wound. In the initial stages the tension of the eye may 
be low, but this is restored as the wound closes and the anterior chamber 
reforms. There may be extensive hemorrhage into the anterior chamber, 
obscuring the details, or into the vitreous. 

If it is decided to try and save the eye adequate anesthesia and akinesia 
are essential and if necessary a general anesthetic must be given. Any foreign 
matter must be removed from the wound and prolapsed tissue (e.g. iris) 
abscised. It is essential to grasp this firmly with suitable forceps and pull 
it out of the eye sufficiently to cut through clean healthy tissue. The remain- 
ing tissue must be freed from the wound edges and then the wound should 
be closed. This is best effected by direct edge-to-edge sutures using special 
sharp corneal needles and fine silk or thread. Only if there is loss of tissue 
and the gap cannot be closed directly should a conjunctival flap be used. 
Atropine should then be instilled and, if necessary, ‘mydricain’ be injected 
subconjunctivally to dilate the pupil and keep the iris away from the 
wound. In some cases the injection of sterile air or saline into the anterior 
chamber may be helpful. In all cases antibiotics should be used prophylac- 
tically in the form of drops and ointment and should be given systemically 











558 THE PRACTITIONER 


if necessary. If infection is probable, 500,000 units of penicillin may be 
injected subconjunctivally; and, if indicated, anti-tetanic serum should be 
given. Complications such as iritis and traumatic cataract must be treated 
appropriately. 


Fic. 1.—The limbal ring method of localization of an intra-ocular 
foreign body. Postero-anterior x-ray. 


PERFORATING WOUNDS WITH RETENTION OF AN 
INTRA-OCULAR FOREIGN BODY 

In investigating a case of perforating wound, it is of the utmost importance 
to take a careful history to help to decide whether or not there is a foreign 
body in the eye, because it is a constant danger as long as it remains. The 
wound of entry may be so small as to be invisible. When the iris is pro- 
lapsed there is less likely to be a retained foreign body than when it is not. 
The immediate damage to the eye, which depends upon such factors as the 
nature of the foreign body and its size, the speed at which it travelled and 
its sterility and the structures of the eye which it traversed, may be so great 
that enucleation is the only course to adopt. Some substances (such as gold, 
silver, glass, stone and coal) are practically inert and cause no reaction 
beyond the mechanical damage, but others (such as iron, copper and brass) 
produce a chemical reaction with slow progressive destruction of the eye. 

The treatment of these cases is not always easy. The foreign body must 
be localized as accurately as possible. In favourable cases it may be visible 
on ophthalmoscopic examination, but this may be prevented by hemor- 
rhage, traumatic cataract, or the situation of the foreign body. X-rays may 
help if the foreign body is opaque to it. 
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Localization by x-ray.—Several methods are available, some requiring 
elaborate apparatus such as those of Mackenzie Davidson and Sweet. The 
limbal ring method of localization is relatively simple and, if the technique 
is carried out carefully, it can be sufficiently accurate in the majority of cases. 


A silver ring, which is the same dia- 
meter as that of the cornea, is stitched 
on to the eye so that it fits the limbus 
exactly. I prefer a square-cut ring fixed 
by three sutures at 12, 4 and 8 o’clock 
positions. Two x-ray pictures are taken, 
the first being a postero-anterior view 
(fig. 1). This shows a circle, which we 
know corresponds with the limbus. The 
second picture is a lateral view taken in 
two phases, each being given half the 
normal exposure (fig. 2). The head is 
kept perfectly still and for the first half- 
exposure the eye is turned up, and for 
the second half it is turned down. The 
limbal ring is therefore shown twice, 
and of course any foreign body which 
moves with the eye is also duplicated. 
If the position of the head and eye is 
correct the limbal ring will be seen as a 
perfect circle in the first picture and as 
two straight lines in the second. With 
a little practice, and with the aid of fix- 
ation lights for the sound eye (when 
only one eye is damaged as is usual in 
civil life), this perfection can be attained 
in most cases. If the eye is incorrectly 
positioned the circle will not be perfect 
and the linear shadow will be an ellipse. 
A note is made of the size of ring used, 
and this is compared with the size of 
its shadow on the film. Any mag- 
nification must be allowed for when 

ES EER calculating the position of the foreign 
Fic. 2.—The limbal ring method of local- ody. A schematic eye, 24 mm. in dia- 
ization of an intra-ocular foreign body. meter, is drawn round the silver ring 
Lateral x-ray. shadows, and the meridian in which 

the foreign body lies can be fixed from 

the postero-anterior view. The distance from the limbus can be measured on the 
lateral view. If the shadow of the limbal ring is magnified, say 1/12th, the 
schematic eye constructed round it must also be drawn with the same magnification. 

To save time, during the 1939-45 War, when as many as six to twelve cases had 
to be investigated and dealt with in a single day, I made a transparent template 
(fig. 3) showing various magnifications for each size of limbal ring used. The 
commonest ‘error’ was a magnification of 1 mm. A source of error lies in the fact 
that all eyes are not 24 mm. in diameter, particularly if highly myopic or hyper- 
metropic.. In practice this has not proved to be of any serious consequence. 





, 


REMOVAL OF INTRA-OCULAR FOREIGN BODY 
Having localized the foreign body and decided that it is intra-ocular, a 
decision must be made about its removal. This depends upon the amount 
of damage which may be caused by its removal and the damage which the 
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foreign body itself may cause if left. If removal is indicated this should be 
undertaken as soon as possible as, if left, it may become encapsulated and 
fixed. Any tendency to infection must be promptly controlled by penicillin 
and/or other antibiotics. 








Fic. 3.—Transparent template, showing various magnifications for each size 
of limbal ring used. 


If the foreign body is magnetic, either the hand or giant magnet is used, 
or first one followed by the other. Foreign bodies in the anterior chamber 
can usually be dealt with by the hand magnet. Those in the posterior cham- 
ber may need the giant magnet to remove them or to bring them into a 
position where they can be removed by the hand magnet. This can be done 
by either the posterior route or the anterior route and there aré advocates 
of both methods. The route should be decided on the merits of the case. 
If the foreign body is more than 3 or 4 mm. in size, or is very jagged, or 
is likely to become encapsulated, it should be extracted by the posterior 
route. In other cases, I still prefer the posterior route if the object can be 
localized accurately and is directly accessible. 

After raising a flap of conjunctiva and Tenon’s capsule, diathermy is applied to the 
sclera round the site of operation. The sclera is incised in an antero-posterior 
direction and, when partially cut through, sutures are inserted so that the wound 
can be closed immediately the foreign body is extracted. The magnet is applied 
close to the wound or in some cases inserted into the opening. The current may have 
to be switched on and off several times before there is a response. A metallic click 
can often be heard when the foreign body contacts the terminal of the magnet. 


After closure of the wound and re-suture of the conjunctiva, atropine is instilled 
and both eyes are bandaged. 


The patient is nursed in a similar way to patients with a detached retina. 


In removal by the anterior route, such accurate localization is not so 
necessary. 


The pupil should be well dilated and the eye thoroughly anesthetized. The giant 














INJURIES TO THE EYE 561 


magnet is brought very near to the surface of the cornea and the current switched on. 
This pulls the foreign body forward round the lens te the posterior chamber, 
where it can usually be seen to bulge the iris forward. As soon as this is observed 
the current is switched off and the magnet is reapplied at the limbus on the opposite 
side of the cornea so as to pull the foreign body from behind the iris into the anterior 
chamber. It can then be extracted as already described. 

Non-magnetic foreign bodies are a much greater problem, and accurate 


localization is essential. Extraction is effected through a scleral incision by 
one of the many forceps devised for the purpose. If it cannot be localized 
exactly, or if it is at any depth in the vitreous, attempted removal may do 
much more damage than leaving it alone. Because of possible chemical 
reactions the nature of the foreign body must be taken into account in 
deciding whether or not to leave it. 


SYMPATHETIC OPHTHALMIA 

No discussion of perforating wounds of the eye is complete without reference 
to this dreaded complication. Any perforating injury of the eye may cause 
it, although those in the region of the ciliary body and those in which a 
foreign body is retained are more likely to do so. Plastic uveitis develops in 
the injured (exciting) eye and a short while later similar inflammation 
appears in the second (sympathizing) eye. Histologically the essential 
feature is a widespread lymphocytic infiltration of the uveal tract, with giant 
cell formation similar to that found in tuberculous lesions. The injured eye 
usually remains irritable and iridocyclitis persists. After an incubation 
period of ten days to many months or even years the second eye becomes 
inflamed. Slight ciliary flush appears and the vision becomes misty. An 
aqueous flare develops and keratic precipitates appear. Posterior synechie 
slowly increase and the pupil ultimately becomes occluded and secluded. 
Vision becomes progressively worse, and the eye finally shrinks and 
develops phthisis bulbi. 

The actual cause of the inflammation is unknown. If the injured eye 
settles down rapidly sympathetic ophthalmia is unlikely to follow, but if 
not its removal has to be considered. If this is done before signs appear in 
the second eye it is said to be an absolute protection, but once the other 
eye becomes involved removal of the injured eye was formerly considered 
to have no effect on the course of the disease or its ultimate result. In these 
circumstances removal was therefore contraindicated if there was any pros- 
pect of retaining useful vision as in many cases it was ultimately the 
better eye. 

Cortisone has modified this outlook very considerably. Although every 
precaution has to be taken to prevent the onset of sympathetic ophthalmia, 
if it does develop cortisone will in most cases control it and prevent the pro- 
gressive adhesions with all their dire consequences. It is used as drops in a 
I per cent. suspension every two or three hours, or given by subconjunctival 
injection (10 mg. twice a week). The routine treatment for iridocyclitis is, 
of course, also essential. 














THE INCIDENCE AND CAUSES 
OF BLINDNESS 


By R. C. DAVENPORT, M.B., F.R.C.S. 
Surgeon, Moorfields Eye Hospital 


Tue number of persons registered as blind in Great Britain is, in round 
figures, 100,000—rather less than 2 in every 1000 of the population. The 
financial advantages of registration—pension,’ free wireless licence, and the 
like—and the social and educational conditions which we enjoy make this 
figure a pretty accurate assessment of those certifiably blind: i.e. persons 
‘so blind as to be unable to perform any work for which eyesight is essential’, 
or, for children, ‘those who have to be educated by methods not involving 
the use of sight’. These criteria are not of more than national application, 
however, and comparative figures even for countries where conditions and 
social pattern are much as in Great Britain are of limited value because the 
definitions of blindness for registration purposes differ so widely. 

In primitive countries, where ignorance, suspicion and even fear lead to 
the hiding away of the blind when any assessment is undertaken, and where 
illiteracy prevails, a crude standard such as ‘so blind as to be recognized 
as blind by one’s fellows’, may be the best possible for practical use in 
reaching figures and facts. In countries where dirt and flies and infection 
are prevalent, and where communications are poor and medical services 
sparse, fairly definite figures of up to 1 per cent. of ‘blindness’ in the popu- 
lation may be determined. This sort of figure can be accepted, for example, 
in some British and French African colonial areas where the administrative 
machinery can be aided by financial advantages such as relief from land 
tax for the male registered as blind. To show the effect of inducement to 
register it is recorded that in South Africa a small pension for the native 
blind raised, in a few years, the number of those registered from a negligible 
figure to 30,000. 


THE INCIDENCE 

In order to get a true picture of the blind population, even in a well-assessed 
community such as Great Britain, analysis of the figure of 100,000 is neces- 
sary and Sorsby’s three surveys (H.M.S.O., 1950, 1953, 1956) have given 
us extremely clear and valuable figures. Of all the registered blind less than 
20 per cent. are, in practical terms, blind. Of young children, however, this 
figure is 75 per cent. and over, whereas adults with some degree of useful 
guiding vision comprise at least 50 per cent. of the total. There are about 
3000 children under the age of 14 registered as blind and of the 100,000 
total many more than 80,000 are over the age of 60. As the average age of 
the general population increases so does the percentage the latter figure 
May 1957. Vol. 178 (562) 
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represents and three-quarters of the new registrations each year now are 
of people over 70 years of age. 

In practical language these figures describe the blind population as one 
largely afflicted with grossly defective sight rather than blindness. In this 
population there is on the one hand a small number of young people, many 
totally blind, with a lifetime of blindness ahead of them but often so readily 
trainable as to become most useful members of the community; and on 
the other hand a large number of old people with a deteriorating faculty, 
having some useful vision, not readily trainable and all with but a few years 
of life to run. Of these old people the number of women is twice that of 
men, a figure somewhat in keeping with that of the same age-group in the 
general population but one of some practical application in geriatric adminis- 
tration and care. 


CAUSES OF BLINDNESS IN THE OLD 

With the above age distribution in mind it is obvious that much of the 
registrable blindness in a community such as that of Great Britain is due 
to the ‘degenerations’ of old age. This is borne out by the high figures for 
senile degenerations of the macular region of the fundus oculi (over 20 per 
cent.), and cataract (over 25 per cent.). The former destroys ‘working 
vision’ and is not remediable: the latter reduces all vision but is largely 
remediable. Very large numbers of older people in whom cataract develops 
undergo successful operation and never need to get on the blind register. 
In a few instances the ocular condition makes a cataract operation inad- 
visable, and in more the general state is the reason for such a decision, but 
it seems certain that at least half those registered as blind from cataract 
would benefit—and that usually enormously—from operation, and there- 
fore come out of the blind category. The later surveys (Sorsby, 1953, 1956) 
disclose the unhappy fact that 80 per cent., or more, of the patients with 
cataract had had no treatment, whereas those on the blind register after 
completed treatment, i.e. the unsuccessful operations, numbered under 
2 per cent. 

There are several reasons for this unsatisfactory state of affairs: one cer- 
tainly is associated with the fact that many of these people, mostly old 
women, are sent for registration by a lay body, notably the National Assist- 
ance Board. A closer contact with the eye clinic through the medical services 
might well have brought patients, in whom the ocular state would still 
promise a successful result, years earlier and before delay had in many 
instances allowed age and frailty to bias patient, relations or surgeon against 
operation. 

A National Health Service, through its medical personnel and auxiliaries, 
might well be closer to these old people, tucked away alone or with relations, 
and arrange for the necessary ophthalmic examination and action. The 
problem, however, is wider than restoring vision and avoidance of blind 
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registration, for administrative and general medical service must meet their 
social needs when they are long past work even if they have been given the 
sight necessary to perform it. 

The third major cause of blindness is glaucoma, usually of the insidious 
chronic type, less readily called ‘senile’ or ‘degenerative’ and operating from 
later middle life. Unceasing research is breaking down the disease into 
various patterns but the basic causes are still undiscovered and the limita- 
tions of therapy are reflected in the figures which show that of the total 
certified as blind from glaucoma, two-thirds had fully completed the 
possible treatment. Early diagnosis, often possible at the age of testing for 
reading glasses, together with a better knowledge of the clinical course and 
treatment, carries the best hope of any material control of this blinding 
disease. Awareness of the possibility of disease on the part of the family 
doctor and of the optician, who so often tests and prescribes for the reading 
glasses, can play a large part towards this end. 

But the problem is difficult. Diagnosis in the earliest stages is often uncer- 
tain, the patient is only alerted in many instances when considerable and 
irreversible damage has been done and alarm and anxiety are readily estab- 
lished by the critical and multiple investigations needed. An unjustified, 
though well-meant, expression of doubt about the possibility of glaucoma 
being present may establish a fear most difficult to eradicate from the 
individual’s mind. 


CAUSES OF BLINDNESS THROUGH THE WORKING 
YEARS OF LIFE 
Over the age-period, 15 to 60, several clear entities stand out as the major 
causes of blindness although in these years ‘new’ blind are relatively few 
in number. Myopia, with a high genetic element in its causation, operates 
from childhood and progresses through the adolescent years. The struc- 
tural lesions associated with it—choroidal atrophy and retinal detachment 
—which so grossly lower vision as to bring an individual into the blind 
category, may operate in late childhood but much more commonly are 
recorded from the age of 30 onwards and nearly 10 per cent. of all regis- 
tered blind have a cause based on myopia. Diseases, such as iritis and irido- 
cyclitis, retinal vascular disease and optic atrophy, operate as factors through 
part or all of this age-period, and trauma, industrial or non-industrial, 
even though the total of all such trauma, apart from the war-blinded, is 
less than 1 per cent. of those registered, is a material factor in males of the 
20 to 40 age-group. The one condition of which definite note must be 
taken, however, is diabetes mellitus, which as a cause of blindness in middle 
and later middle life has increased very considerably of recent years. The 
disease is now responsible for 6 per cent. of all blindness; the figure is 
especially high in women. The retinopathy of diabetes, with the impact of 
the vascular and renal disease associated with its later and organized 
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vitreous hemorrhage stages, gives rise to the blindness in most instances. 
These stages are seen only in long-established diabetes. Modern control 
allows long-sustained diabetic life so that patients are surviving in increas- 
ing number to suffer intra-ocular complications and even become blind. 
Short of major advances in a broad clinical direction the figures for these 
‘disease blindings’ are unlikely to alter much. Even if industrial accidents 
leading to blindness were more and more eliminated the over-all figures for 
the working years would be little influenced. It is well to have in mind, 
however, that many a single eye is blinded by trauma and the individual in 
later years may have to be classed as blind when glaucoma or some other 
condition affects the second eye. In this indirect way, rather than by 
eliminating blinding trauma to both eyes, could greater effect be achieved. 
In countries where climatic and advanced social conditions offer medical 
knowledge every aid, infection, pyogenic or venereal, plays an exceedingly 
small part whether in the anterior segment, i.e. the cornea, or in the fundus 
oculi. Eyes blinded by infected abrasions of the cornea, e.g. in coal miners, 
by gross phlyctenular ulceration or syphilis, congenital or acquired, causing 
interstitial keratitis or disseminated choroiditis, are almost never met with 
in the registrations of blindness over recent years. While the etiology of 
disease of the uveal tract is still so little understood, it is difficult to be sure 
whether or not systemic infection by the tubercle bacillus enters seriously 
into the picture. It certainly does not do so by virtue of direct local infection. 


CAUSES OF BLINDNESS IN CHILDHOOD 

The picture in infancy and childhood is, of course, quite different from 
either of the other age-groups. Some 150 years ago smallpox was one of 
the commonest causes of blindness. About the beginning of the 19th cen- 
tury it was reported that two-thirds of those who applied for relief at the 
Liverpool School for the Indigent Blind had lost their sight from the disease. 
Fifty years ago ophthalmia neonatorum was responsible for the blindness 
of 30 to 40 per cent. of those in Blind Schools and Institutions in London 
and the provinces. Social enlightenment, good hygiene and medical care, 
with its greatly increased preventive and therapeutic capacity, have virtually 
eliminated infection from any source as a cause of blindness in children. 
No case of ophthalmia neonatorum has been admitted to a Sunshine Home 
(infants under 5 years of age) for some years now and of the five cases 
admitted during the period 1950-54 under the heading of infection three 
were children with optic atrophy secondary to tuberculous meningitis 

children who would not have lived save for modern antibiotic and other 
therapy. Maternal rubella in pregnancy and toxoplasmosis from mother to 
foetus are infective factors of some import, and bilateral retinoblastoma, 
where diagnosis and therapy may save the child’s life but not his sight, is 
a significant cause of infantile blindness. Congenital and developmental 
anomalies, however, are the cause of about 80 per cent. of certification of 
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blindness in infants. A good many conditions, involving the whole globe 
or a part only, make up the picture. 

The dramatic, though tragic, issue of retrolental fibroplasia can con- 
veniently be raised under this heading. For some five or six years, from 1948 
onwards, its incidence brought a considerable rise in the number of blind 
infants at a stage when such was most unexpected. Of the 589 infants 
registered as blind from all causes between 1951 and 1954, in 206 cases the 
cause was retrolental fibroplasia. Nearly all were registered in the first year 
of life. Happily, research into the reason for this blindness in premature 
babies revealed that the over-zealous oxygen therapy used to keep the infant 
alive was the cause. Now that management of the very low-birth-weight 
infant pays close regard to the amount of oxygen used, the incidence of 
this tragic intra-ocular development has almost ceased. The attainment of 
this successful end has been one of the more brilliant pieces of medical 
research of modern times. 

Abiotrophic lesions such as retinitis pigmentosa operate in later childhood 
and early adult life and, as with congenital anomalies, it is likely to be 
genetic research only that can lessen the figures of blindness from these 
causes. 


THE PROBLEM IN SOCIALLY BACKWARD COUNTRIES 

It is perhaps well to appreciate that the picture given has only recently been 
attained in countries which are socially advanced. The past, with ignorance 
and infection, has gone; the future may well bring more and more blind in 
the community but they will be the aged blind—with problems largely to 
be resolved by administration rather than by medical science. As has 
already been pointed out, the conditions in socially backward countries is 
very different. A true picture of blindness in many countries and over large 
areas is at present an impossibility but in smaller communities a figure of 
1 per cent. of the population is quite realistic, and where special conditions 
prevail, e.g. onchocerciasis in the ‘fly country’, this figure may be exceeded. 

Smallpox still rages though it may blind less children than it did. Social 
development and medical services may lessen various forms of infection but 
even today the picture is very grim in many parts of the world. Trachoma, 
the scourge of many lands, is still an unsolved problem. A high proportion 
of children in a heavily affected area, for example North Africa, is infected 
in the first year of life and the frequent superimposition of purulent 
infection means great numbers of people whose early lives have been 
blighted by suffering and who pass into virtual blindness all too young. 

The bacteriology of much of the conjunctivitis is still uncertain: epidemics 
of gonococcal and other infection sweep through a community but whatever 
be the causative agent the means of spread are not far to seek. The contacts 
of the living conditions and the social habits of the community, but perhaps 
even more the vast fly infestation of the hotter countries, explain the extent 
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and speed of dissemination. Dust and sand, heat and smoke, all subscribe, 
in varying degree in the different patterns of life, to the implanting of the 
infection and to its ravages: ulceration and opacification of the cornea or 
even perforation and destruction of the eye. This picture swamps all others 
in the younger blind and little is known of congenital lesions, for instance. 
Avitaminosis is certainly a considerable cause of blindness but the actual 
extent of its effects on the eyes and vision is difficult to assess. 

To the enormous numbers whose future is determined in early years are 
added those to whom disease in middle life and onwards brings blindness. 
Traumatic blindness as such is rare although, just as minor trauma has been 
seen to subscribe so much to the damage of surface infection, so may 
primitive treatment at the hands of medicine man or itinerant therapist. 
The role of syphilis is not easily assessed and seems to vary widely: irido- 
cyclitis, retinal vascular disease and diabetes mellitus probably play a smaller 
part than in the more developed countries and myopia has a strikingly 
national application. Its extent in Africa has been shown to be quite minor; 
its prevalence in the Far East is well known. The average age of the popu- 
lation is much lower in many of the countries of Africa and the East than 
in Great Britain but glaucoma and cataract are widespread. 

If the delay in treating these conditions is a reproach in Great Britain 
the position is much more unhappy where distances are great and bad trans- 
port, indifference and suspicion bring the individual to the doctor long after 
treatment can aid and when blindness is irrevocable. In some countries, 
e.g. the Indian sub-continent, a medical service established from outside 
has done much to provide and train surgical staff whose work is not only 
first-class but brings sight to large numbers of the old who have cataract. 

The great social advances in many countries, until now very little de- 
veloped, are making rapid strides but the problem of the education of the 
masses, the breaking down of custom and the improvement of hygiene are 
only matched by the problems in the establishment of medical services 
sufficiently numerous and well enough trained, to reach the people and 
tackle the clinical issue. Experience has shown that, for instance, in colonial 
areas where action can be clearly laid down and ensured, quite limited, if 
intelligent, effort can bring most worth-while results. The translation of 
lesser schemes into the greater is the task which lies ahead in order that 
blindness, especially in the young, may be lessened all over the world. 
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COLOUR BLINDNESS 


By W. J. WELLWOOD FERGUSON, M.B., Cu.B. 


Ophthalmic Surgeon, Royal Infirmary, Sheffield; Lecturer in Ophthalmology, 
University of Sheffield 


As the currently adopted classification of colour blindness is based on the 
Young-Helmholst trichromatic theory of colour perception, a brief con- 
sideration of colour vision may help to clarify a somewhat confusing 
nomenclature, and in addition may help in the understanding of the pur- 
poses—and the drawbacks—of the various methods of testing colour vision. 


COLOUR VISION 

The visible spectrum forms only a small part of the total radiation spectrum, 
which ranges from the long radio waves at the one end to the grenz, the x, 
and the cosmic rays at the other. Figure 1 shows the composition of the 
whole range, of which only those between the infra-red and the ultra-violet 

to both of which the retina is insensitive—form the visible band, which 
is illustrated in figure 2. Newton was the first to demonstrate that ‘white’ 
light consisted of a mixture of the seven primary colours, and that it could 
be split up into its components by being passed through a prism. 

It is not necessary to employ a mixture of all seven primary colours in 
order to evoke the sensation of white. Varying mixtures of red, green, and 
blue-violet spectral light can produce either the sensation of white or of 
any other colour. The trichromatic theory of colour vision assumes that 
there exist in the retina three sets of colour receptors, whose stimulation 
gives rise to the sensations of red, green, and blue-violet respectively ; com- 
binations of these stimuli would thus give the sensation of white, or, accord 
ing to the mixture, of any other colour. 

Many other theories of colour vision exist, but to enter into a discussion 
of their relative merits would only serve to confuse the issue, so far as the 
clinical problem of colour blindness is concerned. It is generally agreed that 
the retinal cone system enables the appreciation of colours to be made. 
Precise information regarding the existence of cone receptors for special 
wave-bands, and of possible interaction between cone and cone, or groups 
of cones, is lacking. Granit’s recent work (1947) on the retinal receptors in 
animals leads him to believe that information about brightness and colour 
is carried from the retina to the external geniculate body by fibres represent- 
ing ‘dominators’ and ‘modulators’ ; the dominators probably merely inform- 
ing the centres in terms of brightness, and the modulators adding specific 
information in terms of wave-length, i.e. colour. Although he has found a 
number of modulators, they are in three special groups of predilection—in 
the red, the green, and the blue-violet bands. This, together with recent 
work by Wright (1946), Willmer (1946) and Thompson, suggests that, 
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though there may in fact be more than three colour receptors, their grouping 
agrees sufficiently to allow of retention of the Young-Helmholst theory as a 
useful practical generalization. 

Theories apart, it is a fact that, in the normal light-adapted eye, lights 


MILLIMICRONS 





INFINITY = 10° 120000 - 770 390 18O O-5 0-1 0-03-0-005 0-002 0-C00000! 
RADIO INFRA- RED ULTRA VIOLET 
VISIBLE GRENZ | K-RAY |GAMMA | COSMIC 
DIATHERMY | LONG - SHORT LONG - SHORT 
































Fic. 1.—The electric magnetic radiation. 


of the primary colours red, green, and blue-violet, giving rise to these three 
sensations respectively, can be so mixed as to evoke all the sensations of 
colour, including white; in all, some 150 colours can be distinguished. 

Colours are often described as having hue, luminosity, and saturation. 
The hue is dependent upon the wave-length of the light exciting the 
stimulus, and the /wminosity varies with the intensity of its radiation. 
Saturation, on the other hand, depends upon the purity of the radiation: 
i.e. its freedom from admixture with other wave-lengths; white, being a 
mixture of all wave-lengths, is the ultimate example of de-saturation. 

The relative luminosity—i.e. apparent brightness—of colours of different 
wave-lengths and of equal radiant energy varies with the state of adaptation 
of the eye. For the light-adapted eye the brightest is a yellow-green at about 
5,500 Angstrom units. In the dark-adapted eye, maximum luminosity 
shifts towards the blue-violet end of the spectrum—the well-known Purkinje 
phenomenon. Figure 3 shows the scotopic and photopic relative luminosity 
curves. 

The colour sensitivity of the retina is at its most intense in the area sur- 
rounding the macula lutea, and diminishes towards the periphery; the fields 

of vision for colours are 
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ulus, and, where the stimulus 

is sufficient, they are probably equally large for all colours. 
The term ‘colour blindness’ is somewhat misleading, as it is often loosely 
used to indicate some degree of insufficiency in the perception of part of 
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the visual spectrum, rather than to indicate complete inability to see any, 
or some, of the colours. It is necessary also to distinguish between congenital 
colour defects, and those arising from disease of the eye, the visual pathways 


or the cerebral cortex. 
CONGENITAL COLOUR DEFECTS 


The usual classification of congenital colour defects is as follows :— 
Those with normal colour vision are termed trichromats: i.e. persons in 
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whom all sensations of colour can be produced by a mixture of the three 
primaries, red, green, and blue-violet. It should be remembered that the 
term, colour mixture, applies throughout to mixtures of coloured light, and 
not of pigments, whose behaviour is quite different. 

Anomalous trichromats are those in whom abnormal mixtures of the three 
primaries are necessary to produce certain colour sensations; these are 
usually the most difficult to detect, and are subdivided into: 

(a) Protanomalous trichromats, whose red perception is weak. 

(b) Deuteranomalous trichromats, where the green is defective. 

(c) Tritanomalous trichromats, where the weakness is in the blue-violet. 

The next group comprises those in whom sensitivity to one of the three 
primaries appears to be absent, and whose colour sensations can be evoked 
by mixtures of the other two. These are termed dichromats, and again are 
subdivided into: 

(a) Protanopes, who are red-blind. 

(b) Deuteranopes, who are green-blind, and 

(c) Tritanopes, a rare group, who are insensitive to blue-violet. 
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There remains the totally colour blind, the monochromats. They are a 
rare group, in whom all objects appear of one hue, differentiated only by 
luminosity, or, as an artist would say, by tone value. Of congenital colour 
defects, the most common is red-green blindness (of all grades from the 
anomalous trichromat to the protanopes and deuteranopes), which occurs 
in some 4 per cent. of males, but only in about 0.4 per cent. of females. 
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Fic. 4.—Photopic relative luminosity curve in case 
of congenital total colour blindness. 


Both eyes are affected; there is often a hereditary tendency; there is no 
observable retinal abnormality, and in every other way, including visual 
acuity, the vision is normal. It has been suggested that the relative infre- 
quency of the condition in females may in part be due to greater training 
in the observation of colour differences in childhood. Certainly, many in this 
group can learn to improve their colour perception, perhaps partly by their 
relative luminosity; thus, the red-green blind do not make mistakes at 
traffic lights, but readily differentiate the red and green by their different 
luminosity. 

The most common form of monochromatism is the type known as con- 
genital total colour blindness. ‘This is a rare condition; the number of cases 
so far reported in the literature amount only to about 200. It is usually 
regarded as being a simple Mendelian recessive characteristic; commonly 
there is a marked degree of consanguinity in the parentage. 

The presenting symptoms are low visual acuity, photophobia, and colour 
blindness. Most of the cases exhibit nystagmus of the congenital type, an 
abnormal brightness visibility curve, maximum photopic (light-adapted) 
brightness occurring in the region which in the normal subject coincides 
with the scotopic (dark-adapted) peak (fig. 4): the dark adaptation curve is 
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usually abnormal. In fact, as Duke-Elder (1942) puts it, they exhibit in all 
circumstances the characteristics of scotopic vision. In 1946, Willmer ex- 
pressed the view that their vision is probably dependent solely upon the rods, 
or upon photoreceptors depending on visual purple or some closely allied 
substance. In 1921, Larsen published what is probably the only histological 
report on such an eye. He found cones to be present, but considered that 
they were non-functional, as their appearance and shape were markedly 
different from the normal. Lewis and Mandelbaum, in 1943, suggested that 
the defect might be in the cortical colour vision centre, rather than in the 
retina. Whatever the explanation, the cases, as has been said, behave as if 
entirely dependent upon rod vision. 

In sharp contrast to this group, there are even rarer cases of mono- 
chromatism whose behaviour is quite different. In this group the visual 
acuity is normal, the relative luminosity curve photopic, and there is no 
nystagmus or photophobia. Only some 30 cases have been reported of this 
so-called cone monochromatism. Some authors have ascribed the condition 
to a combination of congenital protanopia and acquired tritanopia; some 
to a defect at cerebral, or at any rate post-receptional, level; and some 
describe it as congenital. Crone (1956) has recently reported a pedigree 
which included eight cases of abnormal colour vision, two of whom were 
of this type. 


ACQUIRED DEFECTS IN COLOUR VISION 

Defects in colour vision may also be acquired. It is obvious that any disease 
of the retina involving particularly the central cone-rich area, or of the optic 
nerve connexions thereof, will involve some degree of failure in colour per- 
ception, or discrimination; the same may be said of the higher pathways up 
to and including the visual cortex. In many of these cases loss of form 
vision is the outstanding feature and the colour defect is a secondary 
consideration. 

A condition, however, of which defective colour vision is an early and 
outstanding symptom, is that known as toxic amblyopia, or more accurately, 
toxic neuro-retinopathy. In this condition there occurs a central or para- 
central scotoma, and the symptoms are of gradual deterioration of visual 
acuity, together with a diminution of colour perception in the central area, 
at first for red and green, and later for all colours. The commonest cause 
of the condition is tobacco, or often a combination of both heavy smoking 
and a regular intake—not necessarily excessive—of alcohol. The smoking 
of the heavier pipe tobaccos, such as ‘twist’ or ‘shag’, over a long period of 
years is the most usual history, but cigars and cigarettes are not entirely 
exempt, and I have seen a case in a woman who did not smoke, but who 
chewed ‘twist’. 

Patients with this condition are thus usually over middle age and, though 
recovery—induced by abstinence from tobacco and alcohol—is the rule, the 
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insidious onset of the condition, together with the early occurrence of a 
central scotoma for red and green, makes it a hazard for those following 
occupations where the recognition of red and green signals is vital. 

Another type of colour defect may be an early sign in the development 
of central serous retinopathy. Here the condition is usually unilateral. 
Deterioration of visual acuity may, especially in the early stages, be slight, 
and mild cases may only complain of a relative dullness of the vision of the 
affected eye so that contrast, for example, in reading print, is less marked 
than in the other eye, and that colours look dull or muddy; such an eye 
may show red-green blindness while the other eye is normal. The visual 
interference in these cases is due to slight oedema in the paramacular area, 
interposing a fluid layer between the retinal receptors and the light rays, 
some of the latter being absorbed. 


THE DETECTION OF COLOUR DEFECTS 
Many methods are employed in the detection and analysis of defects in 
colour vision, varying from the simple matching of coloured objects, to 
elaborate devices where the subject is required to match a coloured light of 
known wave-length by mixing lights of other quality. Space does not permit 
of a review of all these methods, but the three tests in common use in this 
country must be considered. 

(1) Lanterns, where the subject has to name the colour of light exposed 
to view. The colours can be modified by the addition of filters giving the 
effect of mist, fog, or rain, and the size of the aperture exposed to view can 
be varied. These tests are usually performed in a dark room, at a distance 
of 20 feet (6 metres). There are several types of lantern in general use: that 
of Edridge Green, which is prescribed for railway tests, the Martin lantern 
for the Royal Navy, and the Board of Trade lantern. 

(2) The matching tests are based on that of Holmgren, which consists of 
matching strands of coloured wool. The ‘test’ colours include pale pink, 
pale green, and a bright red, and the ‘matching’ colours are made up of 
shades and tints of the same colours, together with confusion colours, such 
as browns, greys and fawns with which the colour defective might match 
the test colours. 

(3) A convenient, quick and widely used test is that of Ishihara, con- 
sisting of a series of plates of dots of varying size and colour, so arranged 
that certain numbers are visible against a background of confusion colours. 
Each of the plates is different and they are devised so that differentiation 
can be made between the normal and the commoner forms of colour 
blindness. 

In performing all colour vision tests care must be taken to ensure that 
as nearly as possible standard conditions prevail. All tests with coloured 
wools or silks, and tests of the Ishihara type, must be done in good diffused 
daylight and not by artificial light, whose spectral composition varies with 
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the source, that of tungsten electric bulbs differing from that of the various 
types of fluorescent tube, and all, of course, differing from daylight. Lan- 
tern tests also depend for their accuracy upon correct lighting conditions, 
upon the brightness of the source of light and on the cleanliness of the 
coloured glasses and filters interposed between the light source and the 
observer. If the test is prescribed to be done in a completely dark room, 
time should be allowed for the subject to become dark-adapted. 


THE SIGNIFICANCE OF COLOUR BLINDNESS 

Apart from the rare monochromats, the vast majority of those who have 
some degree of congenital colour deficiency are unaware of it, at any rate 
until some accidental circumstance, or more often some test, has brought 
it to their notice. A person with a deficient red band, for example, may 
not be able to distinguish red berries on a background of green leaves until 
he is closer to them than a normal individual, or until they are lit by bright 
sunlight; but he will regard this as quite normal unless his attention is 
drawn to it. For this reason many young people suffer a severe disappoint- 
ment when, having chosen a career for which colour vision tests are neces- 
sary, they find themselves rejected for a defect of which they were unaware. 

It is unfortunate that the universal symbols for safety and danger are 
green and red, the two colours for which 4 per cent. of males, whose vision 
may otherwise be perfect, are deficient. ‘That being so, much disappoint- 
ment might be saved if boys, who at an early age may express a desire to 
enter an occupation necessitating these tests, could have a visual check at 
an early stage, rather than be unexpectedly and abruptly turned down at 
the threshold of their career. For this purpose the Ishihara test is quickly 
and easily performed in an ordinary consulting room, and it does not require 
any apparatus. Further, as it contains a key to all the plates, it can be used 
even by a tester who is himself colour blind. 
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ANTIBIOTICS 
AND CHEMOTHERAPY IN 
THE TREATMENT OF 
DISEASES OF THE EYE 


By E. S. PERKINS, M.B., Px.D., F.R.C.S. 
Reader in Ophthalmology, Institute of Ophthalmology, University of London 


THE general rules governing the use of antibiotics and chemotherapeutic 
substances apply with equal force to ophthalmology and to general medicine, 
but all too often they are disregarded in the treatment of eye diseases. 


GENERAL CONSIDERATIONS 

These rules were well summarized by Cruickshank (1953) who emphasized 
that specific infections, not clinical syndromes, must be treated. In other 
words a diagnosis of ‘conjunctivitis’ is quite inadequate to form a basis 
for rational antibiotic therapy. The clinical picture may be a reliable guide 
to the identity of the infecting organism, but usually bacteriological examina- 
tion is necessary to be sure, not only what the organism is but also to what 
antibiotic it is most sensitive. 

There are two reasons for the present tendency to the indiscriminate use of 
antibiotics in diseases of the eye. First, local application to the eye is easy 
and requires no exertion on the part of the prescriber; secondly, most 
superficial infections of the eye are self-limiting in nature. A simple con- 
junctivitis of bacterial origin will almost always improve spontaneously 
provided the eye is not bandaged or occluded by an airtight eyeshade. 
Completely ineffective drops, if given at the same time, will therefore gain 
the credit for the cure, thus encouraging their use in other cases. 

It is, unfortunately, a counsel of perfection to expect a bacteriological 
examination in every case of minor ocular infection, and undoubtedly the 
widespread use of antibiotics by general practitioners has revolutionized 
the pattern of outpatients seen in an ophthalmic department. An acute 
purulent conjunctivitis is a rarity nowadays, but there is a disturbing ten- 
dency for its place to be taken by a virus conjunctivitis which may be 
associated with a generalized infection of some severity and which is not 
amenable to treatment with the antibiotics at present available. 

Toxicity is another factor to be taken into account in the use of anti- 
biotics, and, as most ocular infections are superficial and amenable to local 
application, local reactions rather than general reactions must be considered. 

Any therapeutic agent applied to the eye or eyelids may produce dermatitis 
medicamentosa in a sensitive patient, and the time of onset of such reaction 
is unpredictable. It is not uncommon for a patient to tolerate the same drops 
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for months or years and then suddenly to develop sensitivity. It is the skin 
of the lids which reacts to the drug and the first signs of itching and erythema 
should act as a warning to discontinue the treatment. Later, swelling, redness 
and excoriation of the skin develop around the eye and secondary infection 
is common. Dermatologists have long abandoned the local use of sulphon- 
amides and penicillin owing to the severe reaction which may be produced. 
In a recent survey of 68 cases of contact dermatitis at Moorfields (Borrie, 
1956), it was found that 31 per cent. of cases were due to penicillin and 
15 per cent. to ‘albucid’ (sulphacetamide). 

Although such reactions to penicillin and sulphacetamide drops and 
ointment are undoubtedly common it is probable that their incidence is 
lower in ophthalmic patients than in those who are already suffering from a 
skin disease and who, it is reasonable to suppose, have a higher skin sen- 
sitivity to irritants than the population as a whole. Certainly, the cases of 
contact dermatitis of the lids are not as prevalent as would seem from the 
figures quoted when due consideration is taken of the enormous quantities 
prescribed throughout the country. 

Broadly speaking, the common organisms concerned in superficial ocular 
infections grow and multiply rapidly, and for this reason intensive therapy 
over short periods is preferable to longer but less concentrated courses. 
One drop a minute for five minutes, then one drop every five minutes for 
half-an-hour, followed by half-hourly treatment for two hours, will usually 
produce rapid improvement in conjunctivitis, provided that the causal 
organism is sensitive to the drug employed. : 

Treatment of bacterial infections within the globe are complicated by the 
resistance afforded by the blood-aqueous barrier to entry of substances. 
This is analogous to the blood-brain barrier and limits the effectiveness of 
many agents when given parenterally. An alternative and very effective 
method of obtaining concentrations of drugs within the eye is to inject 
them beneath the bulbar conjunctiva. Reasonably high concentrations of 
penicillin can be obtained in the anterior chamber by using this route. 
Streptomycin and polymyxin can also be administered subconjunctivally. 
In very severe intra-ocular infections drugs may be introduced into the 
anterior chamber. 

The development of antibiotic-resistant organisms brings the same prob- 
lems to ophthalmology as to general therapeutics. Fortunately, new anti- 
biotics are constantly being produced, and at the moment it is rare to find 
an organism resistant to all antibiotics. Details of the effectiveness of various 
antibiotics in common use in ophthalmology are given in Table I. It must 
be emphasized that in the absence of bacterial sensitivity tests it is useless 
to continue antibiotic therapy unless there is definite clinical response to 
an adequate dosage of the drug employed. 


INFLAMMATION OF THE ORBIT AND OCULAR ADNEX& 
Orbital cellulitis —This condition is commonly associated with the spread of 
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infection from accessory nasal sinuses and is characterized by proptosis, 
swelling and inflammation of the lids, chemosis (edema of the conjunctiva) 
and limitation of movement of the eye. General symptoms of pyrexia and 
toxicity are usually marked. Treatment is a matter of some urgency as 















































ry & Name of drug Organism against which it is effective 
Pneumococcus. 
Sulphacetamide Streptococcus. 
Gonococcus. 
Koch-Weeks bacillus. 
Penicillin Gram-positive and gram-negative cocci. 
Treponema pallidum. 
Tetracycline Gram-positive and gram-negative cocci. 
Chlortetracycline Some gram-positive bacilli. 
Possibly the trachoma virus. 
Gram-positive and gram-negative cocci. 
Chloramphenicol Some gram-negative bacilli. 
Some large viruses. 
Streptomycin combined with PAS or For tuberculous infections. | 
isoniazid 
Neomycin Gram-positive and gram-negative cocci. 
Many gram-negative bacilli. 
Polymyxin Gram-negative bacilli, particularly Ps. 
pyocyanea. 
‘Polyfax’ (bacitracin + polymyxin) Almost all pyogenic organisms. . 








Tas_e I.—Antibiotics commonly used in ophthalmology. 


intracranial spread of infection may occur. Systemic administration of a 
wide-spectrum antibiotic such as penicillin (e.g. procaine penicillin 1 mega 
unit daily) or chloramphenicol (‘chloromycetin’), 250 mg. four-hourly, is 
required. Vitamin B should be given with oral chloramphenicol 
{ Dacryoadenitis.—-Acute inflammation of the lacrimal gland usually occurs 
| in children or young adolescents and may be associated with mumps, 
glandular fever or other acute infections. A painful swelling appears in the 
lateral part of the upper lid; on everting the lid, the swollen palpebral 
portion of the gland can be seen bulging beneath the conjunctiva. Although 
most cases are probably due to a virus infection, systemic chloramphenicol 
is worth trying. 

Dacryocystitis—Chronic dacryocystitis is commonly associated with 
blockage of the naso-lacrimal duct and is best treated by surgical relief of 
the obstruction. Acute dacryocystitis may be an incident in a chronic 
infection or may arise spontaneously. A painful swelling will be seen below 
the medial canthal ligament; lacrimal drainage is blocked causing epiphora, 
and gentle pressure over the sac may cause regurgitation of pus through the 
lacrimal puncta. The condition is best treated by systemic antibiotics (e.g. 











578 THE PRACTITIONER 


penicillin or chloramphenicol) and if started early these may avoid the need 
for incision of the sac. 


INFLAMMATION OF THE EYELIDS 

Styes.—A stye is essentially a staphylococcal infection of a lash follicle and 
corresponds to a boil in other parts of the skin. If the general reaction is 
severe systemic treatment is indicated but usually local heat will encourage 
the abscess to point and discharge. The removal of the affected lash may 
hasten the discharge. Recurrences due to infection of adjacent lash follicles 
are common and may be prevented by local antibiotic therapy which should 
be continued for a week after the acute episode. In view of the high incidence 
of penicillin-resistant strains of staphylococci, chloramphenicol ointment 
(1 per cent.) or neomycin ointment (0.5 per cent.) should be used. 

Blepharitis.—A chronic inflammation of the lid margins with scaling and 
crusting round the lashes is a common condition and is often most difficult 
to cure. In a large majority of cases the underlying cause is seborrhea of 
the skin, often with a secondary staphylococcal infection of the lids, and 
local applications to the lids will be ineffective unless the seborrheea of the 
scalp is treated as well. A shampoo containing selenium sulphide is often 
effective and an ointment containing this substance for application to the 
lids is under trial. No medicament will be of value used locally unless all 
crusts and scales are first removed by bathing with sodium bicarbonate, 2 per 
cent. Penicillin and sulphacetamide ointments should be avoided owing to 
the risk of drug dermatitis developing. Neomycin is considered particularly 
useful for routine use in staphylococcal infections of the eyelids, as sensitiza- 
tion is rare and, as it is never used systemically, should a resistant strain 
result from its use this will not affect future systemic antibiotic treatment 
(Borrie, 1956). 


CONJUNCTIVITIS 

The importance of a careful examination of all cases presenting with a red 
eye cannot be overstated. Days or weeks lost in the ineffectual treatment of 
acute iritis or congestive glaucoma with penicillin drops may have disastrous 
effects on the final course of the disease. The differential diagnosis of the 
‘red eye’ rarely calls for elaborate apparatus or highly skilled technique. 
The symptoms, combined with such signs as can be elicited by simple 
inspection with adequate illumination of the eye, will invariably enable the 
examiner to decide whether he is dealing with a relatively harmless superficial 
infection or a more deeply seated and dangerous condition. Inflammations 
of the cornea, iridocyclitis and congestive glaucoma are the conditions most 
likely to cause confusion, and a brief resume of the symptoms and signs 
of these conditions and acute conjunctivitis follows. 


DIFFERENTIAL DIAGNOSIS IN CONJUNCTIVITIS 
Pain.—Conjunctivitis is accompanied by a feeling of soreness, heat and 
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grittiness in the affected eye. Pain is unusual and should immediately arouse 
suspicion of a more serious disease. 

Visual defect.—In conjunctivitis transient blurring of vision by strands of 
mucus lying over the cornea is common, but is relieved by blinking. Corneal 
lesions and iridocyclitis always reduce the vision to some extent, and in 
acute congestive glaucoma vision may be restricted to perception of light or 
hand movements only. 

Photophobia.—A marked aversion to light often signifies a corneal lesion 
but is also found in iridocyclitis. 

Type of injection.—The distinction between conjunctival injection and 
ciliary injection which is so clear-cut and easy in the textbooks is not always 
so easy to make clinically. In conjunctival injection the more superficial 
vessels are involved and the redness is more marked towards the fornices 
than towards the cornea. Ciliary injection, on the other hand, results from 
dilatation of the deeper anterior ciliary vessels which supply the cornea, 
iris and ciliary body. These vessels, however, also supply the conjunctiva in 
the region of the limbus and these superficial branches may also be dilated 
in a simple conjunctivitis. 

Type of discharge.—A muco-purulent discharge causing the lids to stick 
together during the night is characteristic of conjunctivitis. Any irritation of 
the cornea (e.g. by a foreign body) causes profuse watering due to stimulation 
of the pain endings in the cornea which initiates reflex lacrimation. 

The cornea.—A well-tried and reliable test for superficial lesions of the 
cornea is to place the patient in front of a window and observe the image 
of the window reflected from the cornea. Any irregularity of the surface 
shows clearly as a distortion of the pattern of the image. The steamy 
cedematous cornea of an acute glaucoma will be obvious under these 
conditions. 

The pupil_—The pupil will be normal in appearance and reactions in 
conjunctivitis but may be constricted slightly in corneal conditions. In iritis 
the iris pattern will often appear less clear; the pupillary reactions will be 
sluggish and there may be adhesions between the iris and the lens. In acute 
congestive glaucoma the pupil will be semi-dilated, often oval in shape 
with the long axis vertical and will react poorly or not at all to light. All 
these signs can be elicited with no more elaborate apparatus than a pocket 
torch held close to the eye. 

Ocular tension.—Palpation of the globe through the upper lid will reveal 
the stony hardness of an eye with acute glaucoma. 


TREATMENT OF CONJUNCTIVITIS 
Having eliminated the more serious conditions and diagnosed the case as 
conjunctivitis the ideal procedure would be to send a specimen of the 
discharge for bacterial examination and sensitivity tests. This, however, is a 
counsel of perfection and it is necessary to make an intelligent guess at the 
organism involved and its probable sensitivity to antibiotics. Fortunately 
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acute purulent conjunctivitis and ophthalmia neonatorum due to the gono- 
coccus are now rare diseases but, if encountered, local therapy can be re- 
inforced by oral treatment with a sulphonamide such as sulphadimidine. 

Other types of bacterial conjunctivitis will respond rapidly to local 
therapy alone. Ointment, provided it is inserted correctly into the con- 
junctival sac, is more effective than drops in maintaining a useful concentra- 
tion of the medicament used. If drops are used they should be applied as 
often as possible, short intensive courses of treatment being much more 
effective than small amounts over longer periods. Such intensive treatment 
also allows a rapid evaluation of results and, should the infection prove 
resistant to the antibiotic used, a change to a more effective drug can be 
made with the minimum waste of time. 

Penicillin is now out of favour as a general-purpose antibiotic in con- 
junctivitis owing to the likelihood of drug dermatitis and the many penicillin- 
resistant strains of organisms now encountered. Sulphacetamide as drops 
(10 to 30 per cent.) is effective in the majority of cases but may cause der- 
matitis. Chloramphenicol, as drops (0.5 to 1 per cent.) or ointment (1 per 
cent.), is effective against most gram-positive and gram-negative cocci and 
some gram-negative bacilli. It rarely produces dermatitis and resistant 
strains of bacteria are uncommon. It is less expensive than many other 
modern antibiotics and is probably the most suitable to use when bacterio- 
logical examination is not possible. 

Unfortunately, we have no answer to the problem of virus conjunctivitis, 
except perhaps in the case of trachoma, in which chlortetracycline is said to 
be specific, and some types of epidemic kerato-conjunctivitis which respond 
to chloramphenicol. 

Chronic conjunctivitis deserves some mention here. Chronic hyperemia of 
the conjunctiva, with increased secretion of mucus and accompanied by a 
feeling of grittiness and tiredness of the eyes, may be caused by a wide 
variety of factors. Sometimes it is a true chronic infection of the conjunctiva, 
but more often it is secondary to infection of the meibomian glands or lash 
follicles, or to some exogenous irritants such as cosmetics. These cases are 
often treated by prolonged local administration of sulphacetamide or 
penicillin without any justification. A search for any existing cause should 
be made and, if none is found, symptomatic treatment with a lotion of 
normal saline or a mild astringent such as zinc sulphate eye-drops B.P.C. 
(0.25 per cent.) may bring relief. 

Tuberculosis may affect the conjunctiva, causing indolent ulceration or 
hypertrophic nodules. Streptomycin locally as an ointment, containing 
10,000 units per gramme, combined with streptomycin and PAS systemic- 
ally, produces good resolution of the lesion. 


INFLAMMATION OF THE CORNEA 
The cornea may be involved with the conjunctiva in cases of kerato- 
conjunctivitis, or may be affected alone. Unfortunately one of the most 
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common types of corneal ulcer is due to infection with the herpes simplex 
virus. It causes fine epithelial opacities which later form vesicles and break 
down to leave linear, branching areas of denuded epithelium. Pain and 
lacrimation are marked and the instillation of a drop of fluorescein, 1 per 
cent., shows up the dendritic pattern on the cornea. None of the present 
antibiotics appears to be active against the virus and the best treatment 
is the application of a strong alcoholic solution of iodine to the staining 
areas, combined with 1 per cent. atropine drops. Such treatment is best 
carried out in an ophthalmic department. 

Secondary infection of a corneal abrasion is the next most common type 
of corneal ulceration and its severity will depend largely upon the virulence 
of the infecting organism and the resistance of the patient. An organism 
such as the pneumococcus may cause a very severe reaction with a gross 
exudation of leucocytes and fibrin into the anterior chamber where it collects 
to form a hypopyon. Such an ulcer requires immediate and energetic 
treatment, but an attempt must be made to obtain bacteriological reports 
before starting treatment. Penicillin should be given subconjunctivally until 
the bacteriological report is obtained. 

One particularly unpleasant organism which may invade the cornea is 
Pseudomonas pyocyanea. Such ulcerations are always very severe and can be 
recognized clinically by the dense greyish infiltration which spreads rapidly 
to involve the whole cornea and often leads to loss of the eye. This organism 
is insensitive to sulphacetamide, penicillin, chloramphenicol, chlortetra- 
cycline and oxytetracycline. It has recently been demonstrated by Jackson 
and others (1951) that polymyxin, an antibiotic derived from the Bacillus 
polymyxa, is very effective against Ps. pyocyanea. Ainslie (1953, 1955), in 
some careful experimental and clinical studies, has shown that polymyxin 
can be used successfully to combat pyocyanea infections of the cornea. It is 
given dissolved in an aqueous solution containing procaine hydrochloride 
or a similar local anzsthetic in a strength of 1 mega unit/ml. The injection 
is painful but may succeed in saving an eye which would otherwise be lost. 

In older people small marginal corneal ulcers are not uncommon. They run 
a benign course and usually respond to sulphacetamide ointment. 


UVEITIS 
The etiology of uveitis (inflammation of the iris, ciliary body or choroid) 
remains one of the major diagnostic difficulties in ophthalmology. From 
descriptions in older textbooks it might be thought that the virtual dis- 
appearance of venereal disease in this country would have been followed by a 
large decrease in the number of cases of uveitis. Unfortunately this has not 
proved to be so and the etiological problem remains. Recent work has 
directed attention to the Toxoplasma as a possible organism causing uveitis 
(Smith and Ashton, 1955) and it seems likely that a large number of cases 
of choroiditis previously considered to be tuberculous are in fact due to 
toxoplasmosis. A controlled clinical trial of ‘daraprim’ (pyrimethamine) 
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showed a significant difference in the response of cases having positive dye- 
test titres as against those having negative dye-test titres (Perkins et al., 
1956). Some cases of anterior uveitis (iridocyclitis) are probably also toxo- 
plasmic in origin but as yet no clear-cut clinical picture of these has emerged. 
The evidence for a toxoplasmic etiology in the posterior focal choroiditis 
cases with a positive dye test is now sufficiently strong to warrant treatment 
with pyrimethamine, 25 mg. daily, combined with small doses of a non-toxic 
sulphonamide such as sulphadimidine, 0.5 g. twice daily. The treatment 
should be continued for one month but it is important to watch the blood 
count carefully during this period, as pyrimethamine may cause a macrocytic 
type of anemia. Should such an anemia develop treatment must be 
suspended or folic acid be given with the drug. 


PROPHYLACTIC USE OF ANTIBIOTICS 
Many cases of corneal ulceration can be prevented by the prophylactic use 
of antibiotics following corneal abrasions or the removal of corneal foreign 
bodies. A wide-spectrum antibiotic should be used and a mixture of poly- 
myxin and bacitracin, known as ‘polyfax’, has been found very satisfactory 
(Ainslie, 1955). This preparation, however, is rather expensive and for 
minor lesions sulphacetamide ointment is usually effective. 


SUMMARY 
The rational use of antibiotics and chemotherapeutic substances in diseases 
of the eye depends first and foremost upon accurate diagnosis of the 
condition present and the organism involved. The choice of drug and route 
of administration will usually be obvious from the diagnosis. 

Always use frequent applications and be prepared to review the diagnosis 
or change the drug if definite improvement does not follow in twenty-four 
hours. This is particularly important when bacteriological tests are not 
possible. 

Cortisone and hydrocortisone should not be used in infective conditions 
unless combined with an efficient antibiotic. In herpetic lesions of the 
cornea, for example, cortisone and hydrocortisone may produce alleviation 
of symptoms, but it has been shown by Thygeson et al. (1956) that cases 
treated with these drugs take appreciably longer to heal and tend to relapse 
frequently. 


I am indebted to Mr. D. Ainslie for some of the information in table I. 
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PARTICIPATION OF GENERAL 
PRACTITIONERS IN TEACHING 
OF SOCIAL MEDICINE 


By ALEXANDER MAIR, M.D., D.P.H., D.I.H. 


Professor of Public Health and Social Medicine, 
University of St. Andrews, Queen’s College, Dundee 


THE real aims and object of medical education in Great Britain continue to 
evoke considerable interest (Pickering, 1956) whilst suggestions as to how 
the curriculum should be improved are not lacking (Roberts, 1948; Ellis. 
1956; Hodgkin, 1956; Liebow, 1956). There are also now available the 
Proceedings of the First World Conference on Medical Education held in 
London in 1953 (1954). 

Pickering speaks of ‘the kind of difficulty that an attempt to reduce the content 
of the curriculum is likely to meet—the obstinate conservatism of old subjects and 
the predatory enthusiasm of the new. Each represents powerful vested interests, 
for the amount of time allocated to a subject in the curriculum is, in a sense, a 
measure of its prestige; and the more time, the larger staff required and the greater 
the power and the security of the departmental head’. 


Whether or not this comment is peculiar to the situation obtaining in this 
country, it does to some extent provide excuse for the statement by an 
American observer that in the past ten years no country had written so 
many reports on medical education as Great Britain and yet no country had 
done so little about it. 

The Royal College of Physicians (1956), appreciating that over the years 
any change in the medical curriculum has been quantitative rather than 
qualitative, considers that overloading of the curriculum is a confession 
of educational failure. 

The College believes that teaching authorities must be encouraged to restudy the 
problem and be given an opportunity to experiment. It proposes that de- 
tailed recommendations issued from time to time by the General Medical Council 
should be discontinued and be replaced by a general statement on educational 
objectives. 


THE IMPORTANCE OF GENERAL PRACTICE IN THE CURRICULUM 
One of the conclusions of an interim report by the Undergraduate Educa- 
tion Committee of the College of General Practitioners (1954) was that the 
medical curriculum requires revision so as to give students a broader 
introduction to all branches of medicine including general practice. In the 
following year the results of an opinion survey of former Aberdeen graduates 
(Mair, 1955) revealed that these graduates of 1941-3 (the majority of whom 
are now in general practice) appreciated the value of the former clinical 
experience of patients met with in the Aberdeen Dispensary, particularly 
in providing them with the opportunity to see and become conversant with 
environmental conditions. 
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The general practice teaching unit at Edinburgh University (Scott, 1953) 
is an admirable development of the old dispensary system, whilst the health 
centre at Darbishire House, Manchester, is a further example of efforts to 
enable the medical student to study both health and disease of people in 
their normal environment. Elsewhere in Britain, so far as is known, there are 
no comparable large-scale experiments in medical teaching. For a variety of 
reasons, both historical and financial, it may be difficult, if not impossible, 
for the smaller or provincial medical schools to emulate these more ambitious 
projects. This is particularly true where it would necessitate the establish- 
ment of ad hoc medical practices by a university when already 96 per cent. 
of the population are on the lists of general practitioners under the National 
Health Service. There is little doubt that the advent of the Health Service 
in Britain has brought with it a certain administrative tidiness and rigidity 
which limits, and indeed prevents, some forms of experiment in medical 
education. The opportune time to initiate such general practice programmes 
under the zgis of a university (as at Edinburgh) was the period following 
the appointed day in July 1948, when the Health Service was first inau- 
gurated. However, it is easy to be wise after the event (Mair, 1951). Several 
medical schools encourage their students to attach themselves for a week or 
two to general practitioners. At St. Mary’s Hospital, London, a system of 
family visiting by senior medical students has been introduced (Cruick- 
shank, 1955). Following visits to ‘suitable’ families of two parents and 
three children, group discussions are held, in which, in addition to students, 
a pediatrician, psychiatrist, epidemiologist, almoner and nurse-visitor 
take part. 

THE DUNDEE TEACHING PROJECT 

The new teaching project at Queen’s College differs from these methods 
in certain important respects. It endeavours to achieve three things simul- 
taneously. In the first place it enables students to visit the homes of patients 
in order to study and appreciate, at first hand, living conditions in an 
industrial town. Secondly, it is designed to utilize the students as collectors 
of ‘research’ data pertaining to certain disabling diseases known to have a 
major social component, about which little factual information is known. 
Thirdly, it provides material for case discussions on the lines of the London 
project but with an important difference—in place of the hospital specialists 
a general practitioner takes a leading and vital part. 

An approach was first made to the local medical committee which repre- 
sents local practitioners. Encouraged by their response, a letter on the 
following lines was sent to each of 87 family doctors in the city :— 

‘Dear Dr. ——— 


The scheme outlined in the enclosed memorandum on the teaching of social 
problems of medicine to fifth year medical students was approved last year by the 
local medical committee and later by the Medical Faculty and the University 
Senate. It is intended, as an experiment, to start the project in the forthcoming 
Martinmas term, and | would be most grateful if you would agree to help me in these 
teaching sessions. 
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Outline and Procedure 

(1) Twenty students (two groups of 10) will participate during the term. 

(2) Each student will be asked to follow up a patient who has been in hospital 

in recent years. 

(3) The student will be required to present the social and psychological picture 

presented by that patient and that family to the others in the group, including 
a practitioner and myself. 
Conferences to discuss selected cases will be held at the Student Health 
Clinic, 5 Airlie Terrace. The general practitioner whose patient it is will be 
invited to be present at these sessions which, so far as possible, will be held 
at times suitable to the practitioner. The patient, of course, will not be 
present. 

(5) Conferences will be held twice weekly and are planned to last 1 to 14 hours. 

(6) If the selection of patients is evenly distributed and all practitioners participate 

then it is unlikely that any doctor will be called upon on more than two or 
three occasions each year. 

I would like to emphasize that this scheme is not intended to teach “‘General 
Practice’’. Its aim is rather to impart some understanding of the social problems 
with which general practitioners become so familiar in their everyday work. 

I do hope that you will be able to take part in this new venture in teaching. If so, 
would you kindly complete the enclosed slip, indicating your assent and times most 
convenient to you?’ 

Of those invited to participate, only 10 elected not to do so, in some 


cases for domestic reasons unconnected with the programme. 


— 


(4 


HOME VISITS BY STUDENTS 

The purpose of the project having been explained fully to the class of 71 
students, they were apportioned into groups of 10. Further informal advice 
was given by an almoner and a health visitor on the technique of interview- 
ing, on the best way to establish a relationship with the patient and his 
family, and on important features to look for in the household. No active 
steps were taken to notify the patient of the proposed visit, although some 
practitioners thought it wise to warn individual patients. Indeed, it was 
thought to be a valuable part of the programme that the students, without too 
much assistance, should face and handle these preliminary encounters. A 
statement that they were medical students participating in ‘research’ into 
a condition from which the patient suffered seemed to be the ‘open sesame’ 
to the house and to the unbounded hospitality which is so typical of the 
average Dundonian. In only one case was cooperation not forthcoming. 


SOCIO-MEDICAL DATA 

Rheumatoid arthritis was chosen as being a chronic disabling disease, the 
effects of which are associated with important social and environmental 
factors. It is perhaps unusual to dignify by the name of research the collec- 
tion of socio-medical data by some 70 different and inexperienced socio- 
medical observers. Nevertheless, data of value for future teaching of social 
medicine have been obtained. Broad patterns of socio-medical aspects of 
the disease in an industrial city are now available. 

With the help of facts and figures collected on the information schedules 
specially designed for the purpose, each student was asked to prepare a 
brief story or essay on the patient and family, a rather unpopular request, 
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but one which helped us greatly in visualizing the measure of the social and 
medical problems involved. The following excerpts from these essays will 
give some impression of how the students enjoyed the opportunity of using 
their innate powers of self-expression, untrammelled and unrestricted by the 
monotonous rigidity and similarity of the usual examination script. 


Case No. 1.—‘My first conversation with Mrs. F. took place through a closed 
door, the reason being that she lived alone and did not like opening the door to 
strangers. However, when I told her I was carrying out research into the problems 
of rheumatoid arthritis, the door was opened and a conversation started which lasted 
two hours. During this time, with one or two promptings, I found I had obtained all 
the necessary information required for the questionnaire. It was only when I was 
leaving that she stopped me to ask who I was and what I was doing!.. . 

‘This old lady is 72 years old and now lives by herself. Her husband, now 84, is 
being cared for in an old people’s home. During the past three years he has been 
completely helpless and before admission was doubly incontinent. All this became 
too much for the patient who, although she had a daily help, insisted on washing the 
soiled sheets herself, before they were sent to the laundry. 

‘She is very crippled and manages to move about the house with the aid of a stick 
or by holding on to furniture. She has not been out of the house for 18 years, except 
for one day this summer when her son . . .’. 

Case No. 2.—This case (Mr. J. C. aged 62) shows what a crippling disease 
rheumatoid arthritis can be. It gives some idea of how an affected man’s outlook can 
be changed and it requires very little imagination to see how the resultant sudden 
loss of earnings could affect a family’s prospects. Moreover, it shows how a good, loyal 
family and a hard-working and loving wife can avert, and to some extent reverse, 
some of the serious financial, mental and even physical results of this disease . . .’. 

Case No. 3.—Mr. D., aged 24. ‘I discovered that he had tried many jobs since 
he left school at 14. At 16 he worked as a barman, when the onset of joint pains in 
his feet was regarded as “‘fallen arches’ . . . On coming out of hospital after seven 
months, he was registered as disabled, but this had effectively meant unemploy- 
ment, whilst the labour exchange attitude of ‘‘come back at the end of the year, we 
might have something for you”’ fitted in well with his resignation to the past three 
years of unemployment. His present deformity can be appreciated by the fact of his 
being unable te dress himself or sit in a low chair owing to involvement of his hip 
joint’. (As emerged from the subsequent discussion, this fixation of the right hip 
joint prevented him by only an inch or two from using public transport and thus 
being able to get to and from any suitable occupation that the disabled section of the 
ee of Labour might have found for him.) 

. Coming out of hospital, his mother was there to comfort and protect him. 
“T never want for anything’’, he said, ‘“‘and I go through money at a great rate”’. 
Dance band records and film stars create the world that caters for his emotions. He 
seemed so young and defenceless that the question of what he would do without his 
parents remained unposed and thus unanswered’. 


DISCUSSION OF CASES BY GROUPS OF STUDENTS 

Each group of students met on four evenings, on each of which the case of 
one patient or family was presented. Cases were chosen (from the essays) by 
reason of their interest and complexity from a sociak and medical point of 
view but, so far as possible, each of the four evenings was allotted to housing, 
occupational, financial, or emotional aspects of rheumatoid arthritis. 

The student who had seen the patient was given adequate warning and a 
meeting was convened for a date suitable to the general practitioner. In 
addition to myself, as chairman, and the family doctor of the patient, the 
other regular members at the meetings included a hospital almoner, a 
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health visitor, and a social worker. Stencilled copies of the student’s essay 
were circulated to the group, the student gave a verbal summary of his case, 
and the meeting was then thrown open to discussion. Patients were not 


present and anonymity was preserved. 











Excellent Very Good Good Fairly Good Poor 
4 20 22 12 3 
75% 20% 5% 








TaBLeE I.—Analysis of replies of students to the question: With regard to the composite 
programme in the G.P./social medicine instruction course, what do you consider 
was its value to you? 


Any accepted or preconceived ideas one may have had that the average 
British medical undergraduate is shy, self-conscious and non-vocal, have 
been rapidly dispelled. By the end of the first evening, all those present 
had grasped the object of the seminar. With very little prompting and only 
occasional guidance, the discussion would thread its way from one issue to 
the next. How did one initiate the services of a home help? What was the 
practitioner’s attitude to homeopaths and bone-setters? What prevented the 
patient having domiciliary treatment from a physiotherapist? Why did some 
patients feel bitter towards the disabled section of the Ministry of Labour? 
Was it really worth while asking a patient to register as a disabled person? 
Was it difficult for a patient unable to climb stairs of a tenement to obtain a 
transfer from privately owned to Council property? Each in turn—the general 























Good \Fairly Good| — Poor 
No. | | 
—_——| % \No.| % |No.| % 
E | VG| G | 
. ; ; Se BL A ee es ee, Eee 
Visitation of patients and observa- 
tion of a family in its normal 
setting 18 | 28 | 12 | 96.6 et 2-3. 4 1.7 
Study and completion of socio- 
medical research data sit | 871 93.2 | 2 7 es 5 8.4 
Composition of essay 4 2/11 | 27.9 | 27 | 44.3 17 | 27.8 
Case discussions 14 | 16 | 17 | 77.0 | 10 16.4 4 6.6 
Participation by general practitioners | 11 | 19 | 23 | 86.9 7 | 11.5 I 1.6 
Participation by almoners/health 
visitors 5 7 | 22 | §5.7 | 22 | 36.1 5 8.2 
E = Excellent. VG = Very good. G = Good. 


TaBLe II.—Analysis of replies of students to the question: Would you indicate your 
opinion of the instructional value of the following component parts of the G.P./social 
medicine instruction course? 


practitioner, the health visitor, or the almoner—had to explain why a 
particular procedure, which may be possible and desirable in hospital, is 
often impracticable in the community because of circumstances beyond the 
control of patient or doctor. 
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How did the students react towards this extra burden on their already 
overcrowded curriculum? Each student was invited to answer anonymously 
a number of questions in order to ascertain their views on the project. Of 
the 71 students in the class, 61 replied. The response to the first question is 
shown in Table I. That 75 per cent. of those who replied thought it was 
good, very good, or excellent, is a most encouraging response. They were 
then asked their views on individual parts of the programme (Table II). 
The home visitation of families and the study of difficulties of illness in 











Yes No 

0 ° 
L o ° 
Visiting more patients/families | yor | wag 
Discussing more patients/families | 488 | 54.2 
Enabling students to take a greater part in discussions | 56.1 43-9 
Enabling general practitioners to take a greater part in discussions | 52.6 | 47.4 
Holding afternoon sessions | 45.0 | 55.0 
Student presenting his essay in paragraphs 1.9 0 36| |) (81.1 
Student presenting his essay in toto . 62.1 | 37.9 
Student presenting half of case history at a time 1.7 98.3 
Having a psychologist present 32.2 67.8 
Having a psychiatrist present 25.0. | 75.0 








Table I1I.—Analysis of replies of students to the following question: Have you 
any suggestions as to how the G.P./social medicine instruction course may be improved? 


the home were the most popular, and indeed there was an overwhelming 
desire for each student to visit at least three families instead of one. Next in 
their estimation of educational value was the case conference, whilst partici- 
pation by the individual general practitioners came a close third. Under- 
standably, one or two of the practitioners confessed to a feeling of apprehen- 
sion before taking part in these sessions but this was soon dispelled. Indeed, 
all seemed to enjoy the experience of renewing contacts with academic 
medicine, and it is to their credit that the students’ evaluation of their 
contribution should be such a high one. 

Collection of socio-medical research data met with a surprising amount of 
approval, although naturally the additional work of writing an essay did not 
find favour. One surprising feature was the assessment of the contribution 
of the almoners and health visitors. It may be that the students had as yet 
little understanding of the important function of these ancillary professions. 
It may be that the almoners and health visitors were given too little opportu- 
nity in discussion. The last is the more likely explanation. 

Suggestions for improving the scheme (Table III) showed a four to one 
preference for visiting more families, and a three to two preference for 
greater participation by students in the discussions. Very surprisingly, in 
view of the many intra-family emotional and mental problems which were 
met with but often little understood, there was a three to one expression of 
opinion against having either a psychologist or a psychiatrist present at 
these seminars. 
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CONCLUSION 

In conclusion, it seems unnecessary to have to state the obvious, but if 
social medicine is to have meaning for the student, then he must be given an 
opportunity of studying how his patients live and react to an environment 
beyond the confines of a hospital. To do so, we must seek the help and co- 
operation of our colleagues in general practice and devise some means of 
drawing upon their knowledge and experience. The foregoing is a descrip- 
tion of a humble attempt at this cooperation with general practitioners in 
teaching, which seems to have achieved a considerable measure of success. 
Thanks to the practitioners who have elected to give their services free, this 
experiment cost practically nothing. I sincerely hope that it will encourage 
other and different experiments so that, in time, improvements in the 
medical curriculum and in our methods of teaching can be brought about. 


SUMMARY 

(1) A new method of teaching social medicine in cooperation with general 
practitioners is described. 

(2) The scheme consisted of three parts: (i) home visitation, (ii) collection 
of data, and (iii) case discussions. 

(3) Judging by student response to an anonymous questionary, the method 
achieved a considerable measure of success. 

(4) Teaching developments along these lines might be more acceptable in 
the circumstances obtaining in the smaller medical schools. 


It is a great pleasure to record my appreciation of the contribution of the follow- 
ing general practitioners: Drs. Allison, Barnet, Denovan, Francis, Gibson, Grant, 
Hinnrichs, MacKenzie, Malcolm, Marples, Murray, Roberts, Shand, Smith, 
Wood and Wright. 

Miss Winchester and Miss Marjorie McHugh, almoners, and Miss M. Collins 
and Miss B. Fergusson, health visitors, gave wisely and willingly of their time and 
talents, whilst Miss M. McRostie most efficiently organized the not inconsiderable 
amount of administration involved in this type of cooperative teaching. 

To all of them, and above all to the patients themselves, I should like to record 
my grateful thanks and appreciation. 
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STRESS AND DIABETES 


By JOAN B. WALKER, M.D. 
Diabetic Department, Leicester Royal Infirmary 


A CERTAIN amount of work has been done, chiefly in the United States, on 
the psychological aspects of diabetes mellitus but most of it has remained 
buried in journals of psychiatry, and in the textbooks of general medicine 
there is only brief mention of anxieties or shock as possible exciting causes. 

In his Banting memorial lecture, Tunbridge (1953) considers the three causes of 
failure of diabetic control to be psychological, social and educational and he recog- 
nizes the part played by stress in the fluctuating diabetic. Himsworth (1949) has 
emphasized the necessity of regarding diabetes as a syndrome and, although he 
makes no mention of psychogenic factors, he postulates that certain centres in the 
hypothalamus may be concerned in the linkage of the anterior-pituitary-liver 
mechanism which communicates the needs of the tissues. Samson Wright (1952) 
notes that hyperglycemia may occur in emotional stress due to excessive gluco- 
genesis in the liver caused by sympathetic overaction. 


NON-SPECIFIC STRESS AND DIABETIC FLUCTUATION 
Transient changes from the routine diet have transient effects, but long- 
continued overeating in the predisposed person may precipitate irreversible 
diabetes or, in the established diabetic, lead to ketosis and coma. If absorp- 
tion from the intestinal tract is defective from organic or functional causes, 
e.g. gastrectomy or pylorospasm, then hypoglycemia may result. Also, it 
may be accepted, that for satisfactory control of those patients requiring 
insulin, there must be correct management of insulin administration; the 
type, dose, timing and technique of injection must be satisfactory for each 
individual. 

Infection, physical trauma including surgical operations with or without 
anzsthesia, and intercurrent systemic disease particularly in acute or late 
stages of cardiac, renal or hepatic failure, alter insulin resistance and cause 
blood-sugar fluctuation. The physiological processes of growth, puberty, 
menstruation, pregnancy, parturition, the puerperium and the menopause 
may interfere with endocrine homeostasis and increase insulin resistance 
in a transient or persistent manner. Pathological endocrine disturbances are 
recognized as being intimately associated with the development of diabetes, 
whilst, of the cerebral conditions, the cerebrovascular accident may tem- 
porarily increase the diabetic’s insulin requirements and it is possible that 
cerebral arteriosclerosis involving the hypothalamus may play a part. 
Finally there is the psychogenic factor of fear. 

All the conditions mentioned may come within the classification of 
‘stress’ and all have been shown clinically to disturb the balance of the 
diabetic by variations in the blood sugar and ketonzmia. It would seem that 
in the ‘brittle’ diabetic any of these various forms of stress has an exag- 
gerated response and the use of the barbiturates is a rational mode of 
treatment. 
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Hinkle and Wolf (1952) made some interesting experimental studies in 
control groups of diabetics and non-diabetics when relaxed and when under 
emotional stress. They found a rise in blood ketosis and polyuria in both 
groups under stress conditions. Fluctuation :a blood glucose also occurred 
but less consistently. All the changes were exaggerated in the diabetic group, 
but it was noted that hypoglycemia might sometimes develop under similar 
conditions. This may be explained by poor absorption or excessive utiliza- 
tion of glucose. We have found that children, when first sent to the clinic, 
may have glycosuria without ketonuria until they actually arrive in hospital 
and then a specimen of urine passed in the clinic will often contain a large 
quantity of ketones. This seems to be due to emotional stress. One cannot 
avoid the strangeness of the environment of the first interview or the anxiety 
of the parents. Similar ketosis is observed in non-diabetic children on first 
admission to a hospital ward. In both diabetic and non-diabetic children the 
ketonuria persists until familiarity with the surroundings and procedure is 
established and until the child is taking an adequate diet which, in the case 
of the diabetic child, entails injections of insulin. I have noticed the same 
phenomenon in adults under similar strain. 


THE LEICESTER SURVEY 

In a survey of 200 consecutive cases attending the diabetic clinic at Leicester 
Royal Infirmary in January 1956, it was found that 40 per cent. were men 
and 60 per cent. were women. They were unselected and drawn from a 
natural area of approximately half a million population equally distributed 
between town and country. A history of stress immediately preceding the 
diagnosis of diabetes was noted in 31 cases (15 per cent.). In another 12 
(6 per cent.) anxiety was a recurrent feature in the records later on. Of these 
43 cases, 18 were male and 25 female, corresponding to the sex incidence of 
the diabetics in the group studied. As the original histories were taken by 
house physicians who had only a transient interest in diabetes and who were 
certainly not searching for any psychosomatic correlation it is probable that 
the figures are low and therefore significant. At the onset of diabetes Hinkle 
and Wolf (1952) found a period of environmental or interpersonal stress in 
all of over 50 case histories. In our group of 200 cases a family history was 
obtained in 25 per cent., obesity at onset in 36 (15.5 per cent.); associated 
stress and inheritance occurred together in 4.5 per cent., stress with obesity 
in 5.5 per cent., obesity and heredity in 6.5 per cent., and all three factors 
were present together in four cases (2 per cent.). 

The age distribution is of interest in that the stress histories were obtained 
more frequently in the 40- to 60-year age-group and thus preceded the peak 
age-group for the whole series. Stress of any kind is less apparent as a 
precipitating factor in youth although it may occasionally be an underlying 
condition. Two of our boys, both of high intelligence, became diabetic, 
following disruption of the family unit: in the case of one, aged g, the 
parents were divorced, and the mother taught in the school her son attended, 
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whilst in the case of the other, aged 10, the boy’s father was dying of leu- 
kemia and the mother was in a state of intense anxiety until after her 


husband’s death. 


EMOTIONAL STRESS 

The types of emotional stress recorded are commonly the illness or death of 
a near relative, a broken marriage, concern over children, financial and 
business worries. A prolonged period of worry is more common than a 
sudden devastating shock but the odd dramatic episode does occur. More 
often it was found that there had been two types of stress which were coin- 
cidental or closely following one on another. One hardship occurs and then 
something else happens which is the proverbial ‘last straw’. In looking 
through these cases where anxieties have been apparent at the time of 
diagnosis, I am inclined to hold the view that stress may be an additive or 
precipitating factor, but is not the sole etiological agent, and that a special 
sort of soil, possibly inherited, must be present before stress will precipitate 
irreversible diabetes. Where emotional episodes have been marked before 
the diagnosis of diabetes is made, disturbance of diabetic control may be 
expected to coincide with periods of stress thereafter, and it is in these cases 
that the barbiturates will help in the control of the diabetes until an altera- 
tion in the environment can be made. 


Mrs. S.P. was 48 when she first attended the clinic in 1951. Her mother and an 
aunt had been diabetic and she was obese. Pruritus vulve had become troublesome 
for a couple of months before she saw her doctor. Its onset had coincided with a 
severe shock. Her son, aged 19, who was a miner, was knocked down by a Jorry 
and later died. I did not know this at the time. At first she responded well to a 
simple weight-reducing diet. The pruritus disappeared within a week and she lost 
14 pounds (6.3 kg.) in weight in a month. Feeling better she ceased to attend the 
clinic until she returned with recurrent severe pruritus in 1954. Her glycosuria was 
such that, in spite of her weight, insulin had to be given. Once more she improved 
until the insulin could be discontinued. It was then that she began to tell me about 
her family. She had been aggressive while uncontrolled. All went well again for 
some months until her husband had a serious accident in the pit in January 1956, 
when he was admitted to hospital before she could be informed. Relapse imme- 
diately recurred in her diabetic control but once more, with her husband’s improve- 
ment, she improved. 


This case presents the elements of a diabetic inheritance, obesity and an 
excessive emotional response to the stresses to which her life is constantly 
prone as her remaining four sons are all miners. I would not care to assert 
that stress was the etiological factor because inheritance and obesity com- 
posed the soil, but one wonders, if she had led a life protected from stress 
and had controlled her weight when she began to gain after childbirth, 
whether the date of onset of her diabetes might not have been postponed 
until the late sixties or seventies. In considering the possible psychosomatic 
origin of diabetes, however, it has to be borne in mind that there are many 
diabetics who have lived a serene existence before and after its onset. 


Mrs. E.S., aged 55, who has a diabetic sister, developed diabetes at the age of 50; 
hypertension was also already present (210/130 mm. Hg). She took herself in hand 
and her control was good for the first year. In her record for December 1951 I 
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have the following note: ‘Cold, trouble at home, husband ill with cancer of the 
bladder’. All her specimens of urine showed over 2 per cent. glucose, necessitating 
increased insulin. In three weeks she reported that she was much better. Her hus- 
band was at home and doing well; there was minimal glycosuria and things went 
smoothly for the next four years. 

At the end of January 1956 glycosuria recurred, and she volunteered that she had 
a cold and a bit of trouble. The ‘bit of trouble’ was that three relatives were in 
hospitals for Christmas: her daughter had a ruptured gall-bladder, her son-in-law 
had an ‘acute appendix’ and, most important of all, her husband had been readmitted 
for investigation. 

Here was a woman of sound personality whose diabetes was made unstable 
by two types of stress, infection in the form of a cold, and anxiety over 
serious conditions. 

Mr. W.H., aged 65, is a smallholder. His diabetes began acutely with thirst, 
polyuria and rapid loss in weight. He became well controlled on a diet of 1500 
calories, 150 grammes of carbohydrate and a single injection of 40 units of insulin 
zine suspension daily. A year later, in November, he came to the clinic with heavy 
glycosuria and a blood sugar of over 400 mg. per cent. He said he had not been 
well for a month as he had had a cow ‘bad with the milk fever. She lost her calf 
and looked like dead’. He had sat up two nights with her and got no sleep. He 
said he had been offered {100 for her the night before she calved. The cow got 
better and gave a yield of 70 pints (40 litres), and Mr. H. improved up to a point, 
but his glycosuria did not settle as I expected and his blood sugar remained high 
until March when he told me he had got his wife home from hospital; ‘She’ll soon 
get me right again. She keeps me in order’. 

Another example of multiple stresses and loss of security. 

Mrs. B., aged 70, had had diabetes for two years when, in December 1954, her 
brother died and the insulin requirements increased. In November 1955 she stated 
that she had never had such a long series of bad tests. She was very worried about 
a dying neighbour and her three sisters who had always lived near were going to 
retire to the south of England. In January 1956, her control was still poor, but the 
sisters had gone and the neighbour had died. When she reported in February she 
was better controlled. She had accepted the situation with the lovely philosophy 
of her age. . 

Mrs. H., aged 60, is an example of the loss of good control of diabetes due to 
intense anxiety about her own condition. She was a mild, obese diabetic requiring 
no insulin at first. Progressive retinopathy had been observed for two years, when 
a vitreous hemorrhage made her totally blind within a week. The outlook was com- 
pletely bleak. She felt helpless at home and lost all desire to make any effort. 
Loss of diabetic control in the blind may be due to several contributing 
causes. Insulin injections have to be administered and food prepared by 
someone else and exercise is curtailed, but when all these aspects have been 
dealt with there is still great insecurity and until this has been overcome the 


diabetes remains fluctuating. 


THE YOUNG DIABETIC 
In the young diabetic the type of stress encountered is primarily that of 
increased activity of the ductless glands and secondarily that due to a sense 
of frustration at the necessary discipline, or there may be transmitted 
anxiety from over-anxious parents. The last needs careful handling and 
great self-discipline on the part of the parents. If the child senses his 
mother’s worry he responds in various ways. He may be naughty and 
rebellious at school so that he does not work up to the capacity of his intel- 
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ligence. He may eat on the sly, he may be bad tempered and tearful or he 
may be overdependent and slow to grow up, and refuse to give his own 
insulin. 

One charming little red-headed girl of 10 had intelligent parents who were rather 
older than usual. They suffered a bitter blow when they learned that their only 
child, for whom they had waited so long, was diabetic. The child was difficult on 
two counts. She was difficult to control and had ketosis which made her very bad 
tempered so that she literally had attacks of kicking and screaming. Then she 
became aware of her parents’ concern and was most demanding. At length the 
diabetes became under control, and she passed her ‘11 +-’ examination well. As the 
father became released from immediate alarm about his little daughter he became 
more critical of the British standard insulin syringe. The workmanship was not 
good enough for his precious child and many replacements were made in the clinic 
in attempts to soothe him. 


Adolescence is a time of stress for most children and often for their 
parents, teachers and sometimes even the physician. It is a time of rapid 
growth which, Professor Richard Ellis has aptly suggested, turns the children 
into young acromegalics. In the diabetic, increased growth requires increased 
insulin for increased carbohydrate utilization at the periphery and it is 
important that the parents and patient shall be aware of this as a natural 
occurrence or there will be more anxiety as they fear deterioration in the 
diabetic state. 

Development of the sexual organs means increased activity of the gona- 
dotrophic hormones of the anterior pituitary gland and with phasic variation 
there are related changes in the blood sugar which will be discussed later. 


Bob was born in 1938 and became diabetic in 1948. His father is a shunter on 
the railway and his mother a kind, sensible, hard-working woman. During his 
childhood the boy was uneasy, bad tempered and resentful. There were times when 
he was hypoglycemic which probably accounted for his bad temper. He did not 
do as well at school as his younger sister and he was one of the very few diabetic 
children on whom the school psychologist gave a bad personality report. 

The almoner, who visited the home, reported that she considered them a very 
balanced family. She made a note of their week-end family cycling expeditions, 
amongst other sensible activities. We arranged for Bob to be admitted to Burley-on- 
the-Hill Hospital for the Easter holidays in 1950 in order to give his mother a rest 
and to try to make the boy more independent and learn to give his own insulin, 
but he never settled and the holiday appeared to be a failure. He was difficult to 
handle because of his apparent aggressiveness, though this may, in fact, have been 
shyness. He grew normally between the ages of 10 and 12} and the insulin require- 
ments were as expected for a primary pancreatic defect, being under 40 units daily 
with a satisfactory range of blood sugars. There was no ketosis but occasional hypo- 
glycemia. At 12} there was an increase in his insulin requirements in the pre- 
pubertal phase. 

At 14 he was still unable to give his own insulin but he was managing it by the 
time he left school and became a counter hand in a big hosiery factory. Thanks 
to a sympathetic personnel officer several tiresome hypoglycemic episodes were 
managed tactfully and he remained in the same job in spite of a phase of instability 
which required admission to hospital and once more convalescence was attempted 
at Burley but he remained withdrawn and would not mix. Quite suddenly, at the 
age of 16 he grew up. He took himself in hand, tested his urine, made his own 
insulin adjustments and became a responsible and likeable individual. He comes 
to the clinic smartened up and is charming and courteous. He has grown to 5 foot 
8 = (173 cm.) and requires 100 units of insulin a day but hypoglycemia is less 
evident. 
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This sudden change of personality at adolescence is so frequent and so 
marked as to be a significant finding. 


THE PREMENSTRUAL SYNDROME 
The relationship of the premenstrual syndrome to diabetic instability is not 
as well recognized as it should be. Hubble (1954) has drawn attention to 
the extreme degree of insulin resistance which may occur in a diabetic in 
the premenstrual phase. 

He reports the case of a girl of 13 who required a maximum of 19,250 units of 
insulin every twenty-four hours at the height of her resistance and then changed 
rapidly to sensitivity in the post-menstrual phase with concomitant hypoglycemia. 
According to Hubble, “The patient was, in fact, a charming, stable and intelligent 
creature, but these violent fluctuations in blood sugar now and again played havoc 
with her psyche’. 

One of our patients with recurrent coma always came in in coma in the 
immediate premenstrual phase. Another girl, who normally required a 
large dose of insulin, invariably became hypoglycemic as her menses began 
to flow. I have no doubt that the associated alternation of mood accounts for 
the behaviour problems one meets in these women, and they are con- 
siderable. There appears to be evidence that emotional stress and the 
premenstrual syndrome have a reciprocal enhancing effect on each other, 
and it is often the additive effect of two stressful conditions which under- 
mine the diabetic control. 

Exacerbation of this syndrome may occur immediately before the meno- 
pause and, although I have noted diabetic instability to occur in two diabetic 
sisters who suffered in this way, it is unusual to obtain a history of this type 
of trouble in those women who become diabetic at or just after the meno- 
pause. As a rule the menopause does not exacerbate the diabetic symptoms 
when pre-existing. 


DIABETIC COMA 
In classifying diabetic coma clinically I would suggest that there are three 
groups: (i) the previously undiagnosed case; (ii) those cases which may 
occur in almost epidemic proportions early in certain years associated with 
upper respiratory-tract infection; (iii) a very small group of fascinating 
diabetics who become well known to the medical ward sister because they 
are always being readmitted to hospital. 

In ten years I can recall six women, three girls, one man and a boy in this 
category. The man and youth are still alive; two of the women died in 
coma. One girl died in coma and the second died of pulmonary tuberculosis 
(Walker, 1955). The third left the neighbourhood but before she had been 
gone six weeks she was admitted to a London hospital in coma. In these 
cases it will be found that insulin has been omitted on one pretext or 
another. The usual excuse is that because of vomiting they cannot take their 
food and therefore do not take their insulin. They are certainly plausible and 
usually charming and attractive people but there is a lack of moral stamina. 
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Some have been frank hysterics but all have presented an unstable per- 
sonality. 

The Pecks (1956) have reported their case of ‘tautologous coma’, a 
behaviour syndrome in a severe juvenile diabetic who had, apparently, 
fifty episodes of coma in eight years. Improved social and emotional adjust- 
ment was followed by cessation of diabetic instability and comas. My most 
intractable woman has had over thirty-five episodes and seventeen changes 
in occupation. There is little doubt that these lapses into coma are an 
escape mechanism from a life situation which is either too difficult to face 
or too dull to endure. It may be considered attempted suicide: two patients 
of mine have tried other methods as well, but in the back of their minds I am 
sure they reckon on being admitted to hospital and cared for, and for a time 
they certainly obtain their heart’s desire in being the centre of attraction. 

I have no doubt in my own mind that a bad home environment plays the 
most important part in these cases of recurrent diabetic instability in youth. 
There is no personal security and unless they are removed they will die. 


METABOLIC CORRELATION 

There is little doubt that in the experimental work which is being done on 
the interrelationship of the anterior pituitary, adrenal and pancreatic 
secretions in the control of carbohydrate metabolism there will emerge a 
clear explanation of how the mechanism of stress has this precipitating and 
disturbing effect on the diabetic state. Young (1954) has emphasized the 
importance of a balance between a number of hormones in the production 
of diabetes rather than the activities of a single hormone. It seems reasonable 
to consider that the hypothalamus is likely to provide the controlling 
mechanism. Daniels (1948), in discussing the part played by the emotions 
in fluctuating diabetes, suggested this and Ingram’s work (1939) supported 
the view. It was shown by Harris (1948, 1951) that any form of stress, 
whether physical or psychological, may stimulate the anterior pituitary 
gland by means oi the hypothalamo-hypophyseal portal vessels in the 
pituitary stalk. 

It is an open question whether each of the six hormones secreted by the 
anterior pituitary gland requires separate excitor substances, and whether 
the mechanism by which ACTH is produced under stress conditions also 
activates one or more additional mechanisms. Colfer, de Groot and Harris 
(1950) have confirmed that the secretion of ACTH and of gonadotrophin is 
controlled by the hypothalamus in a neuro-humoral interaction. The estrous 
cycles and other reproductive processes are dependent upon this control and 
it seems that the secretion of the gonads reacts back on to the hypothalamus. 
Barbiturate drugs have a selective action on the hypothalamus and block 
the release of ACTH and of luteinizing hormones. Confirmation is lacking 
about the control of thyrotrophic and of growth hormone, but clinically 
there appears to be such a close relationship between growth, activity of the 
gonads, hyperfunction of the thyroid gland, emotional stress, ACTH and 
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sympathetic overaction on the one hand, and fluctuation in the diabetic 
state on the other, that one feels that the controlling device is likely to be 
similar. 


MANAGEMENT OF THE DIABETIC 

To be logical, if the likelihood of an inheritable predisposition is accepted, 
as well as the thesis that certain environmental factors may precipitate the 
development of diabetes, something should be done about prophylaxis. 
Diabetics can be advised not to marry diabetics or, if they do, not to have 
children, but I prefer to give a little information when required rather than 
to offer advice in this matter. Obesity, I believe, should be treated with 
vigour, particularly if there is familial diabetes. The cause must be sought 
in the family hzbits of over-feeding, in the over-solicitous mother, or in the 
odd man out who feels unwanted and eats to satisfy his demand for affection. 
I believe that the onset of diabetes may be postponed by reasonable diet 
in these cases. 

At the time of diagnosis, a matter-of-fact attitude is adopted but, however 
well handled, the diagnosis itself is unpleasant and depressing. It has to be 
accepted as a nuisance without resentment. The majority of patients take it 
very well and it is particularly important that the first week of treatment 
should be successful, whether insulin, or diet alone, has been prescribed. 
The rapid return of a feeling of well-being in the patient who has followed 
the advice given him cements the relationship between him and his doctor 
and other members of the clinic staff. He finds security and hope in the 
future and independence in his own good care of himself. Time is well 
spent in reasonable explanation and education. This may be done indivi- 
dually, or in classes of new patients which automatically become a form of 
group therapy. This has been the practice in the United States for many 
years, but in England it has been slow to be developed. In Leicester we have 
not succeeded in getting systematic group therapy or group teaching in 
the clinic, but for over five years we have had, first one, and now two special 
health visitors whose work in the clinic and in the patient’s home is most 
valuable (Walker, 1953). Through them many admissions to hospital have 
been avoided. The initial education in diet can be explained quietly in the 
patient’s kitchen, which far exceeds any class teaching by the most expert 
dietitian. It is difficult to avoid tension, anxiety, or confusion of thought in a 
crowded clinic. Some patients have told me, even after several years’ 
attendance: ‘My tests are good at home, doctor, but the thought of coming 
always makes me a bit excited and worried, and the tests go wrong that 
day’. Fortunately this is the exception and not the rule. 

It is our custom to treat the new diabetic child in his own home rather 
than to admit him to hospital, so that he is not stabilized under one set of 
conditions to be sent home under another. I do not believe in so-called 
‘free diet’ because, in fact, it is not free, nor do I believe in a weighed diet; 
but so many people are in need of instruction about planning properly 
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balanced meals, whether they are diabetic or not, that we make use of diet 
patterns of different calorie values. The least possible modification from the 
family diet is made, but knowledge of alternatives in carbohydrate equiva- 
lents is essential if hypoglycaemia is to be avoided. The parents learn rapidly 
when they are alone responsible for the care of their child from the be- 
ginning. In these cases the health visitor can do a great deal, and by visiting 
the school she explains the state of affairs to the teacher so that glucose may 
be available and given without delay in the event of any abnormal behaviour 
and only after it has been given is any possible crime to be investigated. 
The fact that the child can remain at school, or returns within a week or 
ten days, does much to prevent his being considered abnormal. 

For the disturbances which occur in adolescence it may be that small 
doses of phenobarbitone constitute the most valuable form of drug treat- 
ment in instability in either sex. In the boys increased aggressiveness and a 
tendency to resist all discipline make management more difficult, but trust 
and increased responsibility for their own care, seeing them without their 
parents, praising their efforts when merited and explaining the situation to 
the parents, who must always be available in the background, may lead to 
the sudden and satisfying improvement which I have mentioned. In the 
girls the problems may recur every month; ethisterone, mephenesin and 
some diuretics have a place in treatment of the premenstrual syndrome, but 
there will be less severe disturbance if the girl is happy in her environment 
and occupation. 

It has been found unnecessary and undesirable to have special schools 
for diabetic children but special hostels where diet and insulin can be 
arranged as a matter of course are essential for those children whose home 
environment is bad. There is a need for this type of care to be extended 
beyond school-leaving age for some of the backward and difficult cases until 
they are established in suitable employment and are confident in their own 
self-management. Camps for diabetic children have much educational value 
and improve morale. There is great advantage in the provision of special 
units for the tuberculous diabetic such as the pioneer centre at Romsley 
Hill Hospital, Birmingham (Luntz, 1954). 

In the older group of diabetics, towards the close of their lives, hyperten- 
sive cardiac failure and visual failure are common complications and, 
although much can be done in their own homes (Walker, 1954), most of 
these old people have serious anxieties about their dependence upon families 
ill-geared to care for them. Admission to hospital under the care of the 
local authority may in fact increase their anxieties, for sometimes they find 
they are too poorly equipped and staffed to look after them properly. There 
is a need for some specially supervised accommodation for old diabetics 
in each area. 

I am also convinced that it is essential to have a simple form of special 
convalescent home available for the diabetic who needs readjustment rather 
than to admit him to an expensive general hospital bed where he is liable to 
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increased stress from many sources. Quick admission to a recovery home is 
an economic proposition. A month’s rest and rehabilitation will only give 
security if the care is given by a staff competent to supply the appropriate 
diet and insulin technique and any other simple treatment for such compli- 
cations as may be present. 


SUMMARY 

(1) On clinical, statistical and experimental evidence all forms of stress play 
an important part in the disturbance of good control in diabetes. The 
effect of emotional stress, usually anxiety, is apparent in the older group of 
mild, obese, insulin-resistant cases. In the younger group of acute, thin, 
insulin-sensitive diabetics, stress due to associated endocrine imbalance is . 
more common. It is probable that emotional stress is never the sole etio- 
logical agent in diabetes, but may have an additive or precipitating effect. 

(2) As no single diabetogenic hormone has yet been isolated it is assumed 
that the mechanism is under hypothalamic control and may be in the nature 
of an overflow from adrenocorticotrophic, gonadotrophic and thyrotrophic 
hormones stimulating the growth hormone. 

(3) The adolescent diabetic, and his management through a phase of 
increased growth and increased insulin requirements, are discussed. 

(4) Attention is drawn to the association of the premenstrual syndrome, 
stress, and fluctuation in diabetic control. 

(5) Recurrent coma seems to occur in individuals of poor moral stamina 
and inadequate personality who, on one pretext or another, omit their 
insulin and lapse into coma to avoid an unpleasant life situation. 

(6) A plea is made for the management of certain categories of diabetics 
in special units where the staff can become interested and competent to 
care for them in such a way as to give maximum security, education and 
encouragement. 
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GLYCYRRHETINIC ACID IN 
DERMATOLOGY 


A PRELIMINARY REPORT 


By E. COLIN-JONES, M.B., B.S., F.P.S. 
Dermatologist, Royal Sussex County Hospital, Brighton 


For centuries liquorice has always been thought of as a pleasant flavouring 
agent and harmless sweetmeat, and considerable interest was caused by the 
discovery of Revers et al. (1945, 1948) that liquorice possessed hitherto 
unrecognized pharmacological activity. This activity was eventually traced 
to glycyrrhetinic acid which contains a pentacyclic ring system, the thera- 
peutic potentialities of which still await investigation. 

Glycyrrhetinic acid used topically has valuable anti-inflammatory pro- 
perties resembling those of hydrocortisone (Adamson and Tillman, 1955), 
but obviously not identical, since it is evident that some cases respond to 
glycyrrhetinic acid when hydrocortisone fails, and vice versa. The poten- 
tialities of this anti-inflammatory agent have not yet been fully explored, 
and many possible indications remain undiscovered. 


SCOPE OF INVESTIGATION 

In an effort to determine its value a series of dermatological trials has 
been carried out at the Royal Sussex County Hospital, the Royal Alexandra 
Hospital for Sick Children, and the Kent and Sussex Hospital, using 
‘biosone G.A.’ ointments, which, according to the manufacturers, contain 
the active isomers of glycyrrhetinic acid. Comparison was also made with 
other glycyrrhetinic acid preparations, but these proved less uniformly 
satisfactory, possibly en account of the different ointment base, or the 
unfortunate choice of isomers or mixture of isomers which may prove 
irritant or inactive. It appears to have a marked topical anti-inflammatory 
and antipruriginous action and, when combined with 0.5 per cent. neomycin, 
it has a definite antibacterial effect. Neomycin is the antibiotic of choice for 
this purpose as it is not used systemicaliy, which means that allergic reactions 
are unlikely. Further, it has a very broad antibacterial spectrum. 


RESULTS 
The results are summarized in table 1. 

In addition, remarkable relief from generalized pruritus was experienced 
in mycosis fungoides (2 cases), Hodgkin’s disease (3 cases) and erythrodermia 
(5 cases), whilst improvement was noted in the associated eczematous state 
occurring in four patients with leg ulcers. It has also proved of value in 
the treatment of nine cases of skin reactions following the use of penicillin 
May 1957. Vol. 178 (600) 
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or sulphonamides, and in the management of five cases in which a severe 
reaction had been produced by over-treatment of psoriasis. 




















No. of Marked | 
cases improvement | Cleared | Failed 
1. Using ‘biosone G.A. 2°,’ ointment in water-miscible base 
Infantile eczema 13 8 3 2 
Flexural eczema 8 5 I 2 
Nummular eczema 4 2 I I 
Traumatic dermatitis 4 2 2 - 
Contact dermatitis 3 3 - 
Neurodermatitis of nape of neck 4 I 2 I 
Disseminated neurodermatitis 2 I I ~ 
Pruritus vulvz et ani 4 2 I I 
| 2. Using ’biosone G.A.’ with 0.5% neomycin sulphate 
Impetigo 8 8 - 
Impetigo with associated penicillin 
sensitivity 2 2 
Impetiginized eczema 4 2 I | I 
Impetiginized seborrhcea 4 2 I I 
Pustular psoriasis 5 4 - I 
Acne varioliformis 2 2 - | - 





TaBLe 1.—Results obtained from the use of a glycyrrhetinic ointment in various dermato- 
logical conditions. 


A direct comparison of the relative value of ‘biosone G.A.’ ointment 
and hydrocortisone is now under way, the preliminary results suggesting 
that hydrocortisone is often superior but that its benefits are not maintained. 


CONCLUSION 
It appears that in a considerable number of cases glycyrrhetinic acid oint- 
ment is as efficacious as hydrocortisone. It is to be noted that its cost is 
approximately one-sixth that of hydrocortisone. 

Neither hydrocortisone nor glycyrrhetinic acid is a panacea. The available 
evidence suggests that the indications are similar for both. Care must be 
exercised to ensure that neither is used indiscriminately. In general, a moist 
or wet surface is a contraindication. 
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NUMBER FIVE BENTINCK STREET 
A CAUSERIE 
By C. G. LEAROYD, M.R.C.S., L.R.C.P. 


The present tense and future dominate, 

and yet within these walls there lived and went 

group after group of people in that state 

of tense illusion, on their living bent, 

who thought not of Time’s scythe nor felt its dread, 
left but a whisper, whispers from the dead. Whispers 


Many householders in cities do not know even the names of their pre- 
decessors, yet it is natural that they should be curious about those who 
have occupied the same position in space, though not in time, as they do. 
No. 5 Bentinck Street, where the Editors of The Practitioner now sit in 
erudite state, as on Olympus, was from 1895 to 1912 a nursing-home under 
the rule of a Miss Hunt and about that reign this chronicler has heard no 
whispers. 


SISTER BRANDON AND SISTER DAVIES 

But in 1912 two Sisters from the London Hospital, Sisters Brandon and 
Davies, took it over, paying {700 for the goodwill. They sacrificed one room, 
the large back room on the ground floor, for an anesthetic room and opera- 
ting theatre, which left them with seven beds. The other room on the 
ground floor was rather dark and was generally occupied by an eye patient. 
Apart from the two Sisters there were three trained nurses and one night 
nurse besides ‘specials’ when wanted. They were blessed with an excellent 
cook, that ‘big-end’ of a running nursing-home. The highest fee was ten 
guineas a week, the usual one seven guineas, but this was often lowered to 
meet the need of patients. 


PETER 

Then there was Peter, a large black cat, who weighed eighteen pounds. He 
would lie and sun himself on the steps uf No. 5, and Sir Bertrand Dawson 
(Penn was still far distant) would tiptoe round one side and Sir Hugh Rigby 
would tiptoe round the other side, for medicine was a very chancy business 
in those days and a life and a reputation were often in the hands of a strepto- 
coccus, so why antagonize the God of the Ancient Egyptians, and the Tiles? 
Even Sir Bertrand’s lovely little black spaniel, Sue, who used to sit for hours 
guarding his gloves in the hall, uttered no bark in the presence of this divin- 
ity. She had need of patience, for her master had little sense of time when 
interested, and consequently was often hours late for an appointment. 
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One day in the theatre Dr. Russell Andrews was about to operate when 
Peter was discovered asleep under the sterilizer. They were just going to 
turn him out when the gynecologist stopped them: ‘No, no, no, don’t dis- 
turb him, leave him alone’. 


“THE SKIPPER’ 

In contrast to Sir Bertrand, Mr. Sherren—‘the Skipper’ or ‘Jimmy’—trained 
by a ship’s bells, was punctual to a minute. On one occasion he had arranged 
to see a relative at three o'clock after an operation and as he came down the 
stairs the front-door bell was rung by this person and the clock chimed; the 
exact timing gave him great pleasure. Jimmy, who treated his housemen 
like recalcitrant sailors and his students like galley-slaves, boasted that he 
had never been rude to a patient. ‘But if you stood up to him’, said the 
gracious lady whom I was interviewing, ‘you got on very well with him’. 

That of course, is the way with dictators the world over and I couldn’t 
help interjecting an anecdote from my own cognizance. Some twenty years 
later when the same Jimmy was acting as ship’s surgeon in retirement he 
found far too much surgical material among the passengers and crew. This 
at last roused the wrath of another dictator, the ship’s Captain, who said he 
wasn’t going to have his ship turned into a ‘bloody nursing-home’, the ad- 
jective possibly being used correctly, in the hematological sense, and that 
ended Jimmy’s second sea career. Jimmy, so caretaking and skilled especially 
in abdominal surgery, who like counsel demanded his fee with his brief, who 
illustrated the fact that a real man with balancing faults and virtues is much 
more lovable than a paragon, especially in biographies. 

‘Isaac’, later Sir James, Walton, often operated here and is remembered 
for his brilliant surgical technique, and Dr. Lewis Smith, Hugh Rigby’s 
brother-in-law, for his uncanny intuition. 

Sir Arbuthnot Lane occasionally operated at No. 5. On one occasion he 
removed from a young lady her colon, and, as so often happened with this 
operation, any chance of future happiness. 


SOME ROYAL VISITORS 

Queen Alexandra visited here, accompanied by Miss Francis Knollys. She 
was much struck by one of the nurses, an Irish girl. ‘What a nice girl’! she 
said and said it three times. Royal words are remembered and go echoing 
down the years. She came to see a Miss Adams, her dresser and factotum, 
who was looked after by Sir Stanley Hewett. Princess Victoria, King George 
V’s beloved sister, also came to see her, as did Prince and Princess Louis of 
Battenberg: ‘So straight and good-looking and every inch a sailor!’ 

Monsieur Menager, King Edward VII's chef, was a patient; he used to 
travel abroad with the King and had a fund of anecdotes and two beautiful 
daughters. One patient, a Mr. Haslam, stayed for five years, a prolonged 
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rest-cure; he was an art critic and his son had one of the first Rolls-Royces, 
which the Prince of Wales commanded him to produce for inspection. Lord 
Stamfordham, also a patient, is most remembered for his charming voice. 


SOME PATIENTS 
Rutland Barrington, the Gilbert and Sullivan actor, was a patient for six 
weeks. He used to hold rehearsals in his room, which gave great pleasure 
to the nurses. After he left he sent complimentary tickets to the two Sisters 
for a play in which there was a duel. ‘If you are wounded, old boy, there 
are two most charming Sisters in the stalls who will look after you’. That 
gag and the laugh still echo in the mind. 

Then there was a patient, an Indian Princess, Princess Tikhari. An Aus- 
tralian nurse was detailed to welcome and look after her and was rather 
overwhelmed at the prospect. She came back radiant: ‘She’s an Australian’, 
she laughed. 

There was one patient who complained to one of the Sisters; ‘I am sur- 
prised that you allow your staff to have visitors at all hours!’ The Sister 
expressed incredulity. ‘Oh, but I heard the words—“You mustn’t do that, 
darling . . . No, no, darling, not again”, always “darling”, “darling’’!’ It 
was the cook talking to Peter! 

This period covered the 1914-18 War and during an air-raid, when 
machine-guns were locally active, an elderly lady patient, unaware of the 
cause, complained of the noise: ‘a curious noise like a sewing-machine’. 

All this may be rather trivial, but then according to the spiritualists the 
messages from the other world received at séances are rather trivial too; 
triviality seems to be almost the hallmark of authenticity. 


LIVED HAPPILY EVER AFTER 

Finally one of the Sisters developed a crippling arthritic condition and they 
had to abandon this thriving nursing-home. The other accepted the matron- 
ship of a small country hospital on condition that she could bring her friend 
and look after her. Later the invalid died and her faithful friend married a 
naval officer and lived happily ever after; ‘happily’ meaning as happy as 
mortals have any right to expect and ‘ever after’ meaning up to the present 
moment and I hope for years to come. She has a black Cairn, called Sue. I 
saw them both last Sunday. 
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GENERAL PRACTITIONERS’ FORUM 
THE TREATMENT OF THE ACUTE MIGRAINE ATTACK 


By K. M. HAY, M.B.E., M.D 
Clinical Research Assistant, Birmingham Eye Hospital 


A SEVERE attack of migraine, while it lasts, is one of the most painful and 
distressing conditions it is possible to experience. It can be difficult to 
treat, and the doctor is rightly reluctant to use any of the more potent 
analgesic drugs which can lead to addiction so easily in a disorder which 
recurs, but is not dangerous to life. This very lack of seriousness to life, 
and the perfect health between attacks, can make friends and relations 
intolerant of the migraine sufferer, and give them to suppose that lack of 
will-power and of self-control are responsible. If this attitude is adopted 
towards him, the condition of the patient is made much worse as, in general, 
people liable to migraine are more conscientious, more sensitive and more 
prone to drive themselves hard than is the average man: the result is a 
further increase in anxiety and depression and a bold attempt to ignore the 
first intimations of migraine by further activity and effort. This is referred 
to as ‘working it off’; in fact it is the best way of making an attack much 
worse. At this stage medical aid may be called for, and the doctor finds an 
exhausted, and, if the vomiting has been severe, possibly a dehydrated 
patient. 

The headache of migraine has a throbbing quality due to its being caused 
by pulsation of distended arteries on pain-sensitive tissues of the head. It 
is important that this should be stressed, as migraine patients often suffer 
from tension headaches as well; these have a more constant quality than 
the throbbing of migraine, do not respond to ergot, and are produced in a 
different way. They are mentioned here as confusion between the two may 
easily arise and obscure the clinical picture. It is unlikely that any difficulty 
would arise in a severe migraine attack, but it is sometimes difficult to tell 
from the patient’s history whether he has mild migraine, a tension head- 
ache, or both. An accurate diagnosis is important from the point of view of 
treatment. 

TREATMENT 
The steps to be taken in treating a severe attack of migraine are as follows 
in order of importance :— 

Complete rest free from all kinds of extraneous sensory stimuli such as 
light and sound. It is also important to see that as many causes of anxiety 
as possible are removed, such as care of small children when housewives 
are the victims. Some patients are more comfortable in a sitting position as 
they find that the pulsating of the blood vessels in the head is less pro- 
nounced in this position than when lying down. It may be necessary to give 
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hypnotics parenterally to secure this rest, since only prolonged and sound 
sleep will really terminate a severe attack without a danger of recurrence 
in a few hours. Sometimes patients are seen who have been a long time in 
an acute attack of migraine, or have had a rapid succession of attacks which 
have left them exhausted. In such cases the normal response to sedatives 
may be altered so that only very small doses are required; sometimes the 
reverse is true and repeated doses are needed to produce sleep. 

Nutrition.—If headache and vomiting have persisted for long, ketosis may 
develop together with other metabolic effects of exhaustion. Glucose by 
mouth in small sips, or even intravenously, is of great value. If given 
rapidly, intravenous glucose may have a direct effect on the localized areas 
of brain cedema which have been reported by Wolff (1948) as being features 
of migraine. 

Drugs.—The most useful of these are various derivatives of ergot. They 
relieve the throbbing headaches by increasing the tone of the blood-vessel 
walls, but they do nothing to alleviate the various causes of a migraine 
attack. Herein lies their danger: so many patients take ergot as soon as they 
feel an attack to be imminent; the headache is relieved, and they continue 
with their various vocations, only to find the headache returning with 
increased severity and either ceasing to respond to ergot, or they are pros- 
trated with severe vomiting. If a headache is sufficiently severe to require 
treatment with ergot the patient must have adequate rest afterwards. It can 
be a particularly dangerous drug when patients have learned to give them- 
selves injections of ergotamine at the slightest threat of migraine, or even, 
as is not uncommon, as a prophylactic. They become addicts, having 
several injections a week or even daily injections; and if they do not get 
their injections, the resulting tension from expecting the worst can all too 
readily bring on an attack. Ergot is given in some cases by injection because 
the oral route has been found to be ineffective. The reason for this is that 
in the presence of nausea, tablets may not be absorbed from the alimentary 
tract. In this case one of the preparations which can be absorbed through 
the buccal mucous membrane should be tried. 


SCOPE OF PRESENT INVESTIGATION 

There is little doubt that the useful effect of ergot can be potentiated by 
the addition of caffeine, although it is not easy to understand its mode of 
action in migraine. It stimulates the central nervous system and also acts 
as a diuretic. Although it is possible to devise a number of hypotheses to 
explain its action it is difficult to substantiate them 

A further elaboration is the addition of yet another drug, cyclizine, to 
ergot and caffeine in one tablet. These tablets are now available under the 
proprietary name of ‘migril’; each contains ergotamine tartrate, 2 mg.; 
caffeine, 100 mg. ; and cyclizine hydrochloride, 50 mg. They have been used 
in a small series of cases at the migraine clinic of this hospital. The results 
do not purport to be statistically significant, as the number of cases is too 
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small, and the length of time the patients have been under observation is 
too short. Moreover, instead of random selection, the patients have been 
carefully selected as representing, with two exceptions, the hard core of 
intractable migraine: the main reason why they are difficult to treat is that 
the majority have been subject to great domestic strains of an easily under- 
stood nature. They had all, again with two exceptions, been treated with 
all sorts of medicine, beginning with aspirin and going on to some form 
of ergot. They had therefore been subject to powerful suggestion with each 
new preparation they had tried. 

Dummy tablets were not used, principally on ethical grounds, as in these 
severe forms of migraine it is important that the doctor should not pretend 
to be giving something which may be of value, when in fact he is giving 
gum tragacanth only. Wayne (1954) has discussed the side-reactions which 
patients experience via suggestion when on dummy tablets; patients of this 
kind are seen in a migraine clinic, but they are usually found to be suffering 
from tension headaches and not migraine. Suggestion means the instillation 
of confidence and hope, and this alone will relax the tension of anxiety and 
provide relief. However, it is important to assess so far as possible the 
effect of caffeine and cyclizine on migraine. If they can be shown to be of 
value in aborting attacks, some further light may be shed on the nature of 
migraine. From the results of this preliminary trial it would be of interest 
to carry out an extended trial along statistically acceptable lines (Gaddum, 
1953). 

RESULTS 

Twenty-four patients were selected as having severe migraine, sufficient to 
handicap them greatly in their normal occupations. All of them had pre- 
viously had ergot or one of its derivatives with which to treat the acute 
attacks. They were instructed to take two ‘migril’ tablets at the onset of 
the characteristic throbbing headache, and a further one tablet in an hour 
if required. To discourage them from taking them prophylactically, they 
were rationed to four or less tablets a week. They were also told that they 
would not relieve tension headaches. 

The results have been assessed from a functional point of view, which is 
one way of comparing the severity of the attacks, as follows:— 

(1) Able to carry on work with headache. 

(2) Off work for periods up to two hours. 

(3) Off work for longer periods. 

(4) Those who have ergot injections to relieve attacks. 

No patients in category (1) were given the compound tablets. Two 
patients in category (2) were given the compound tablets. Both reported 
satisfactory relief with one tablet. Sixteen patients in category (3) were given 
the compound tablets. Of these, seven advanced to category (1), four ad- 
vanced to category (2), and four stated that they preferred tablets con- 
taining ergotamine and caffeine without the cyclizine. Of the seven patients 
who had been in the habit of having ergotamine injections, two advanced 
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to category (1), two advanced to category (2), and three advanced to cate- 
gory (2) but have in fact resorted to injections on three or fewer occasions 
in the last two months. Most of the patients in this group have insoluble 
domestic anxieties of one kind or another which exacerbate the migraine. 

No serious side-effects were reported. Of the four who preferred the 
tablets without cyclizine, two reported feeling weak, confused or drowsy; 
in the case of the other two they merely expressed their subjective 
preferences. 
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ONE HUNDRED ASTHMATICS IN GENERAL PRACTICE 


By GEORGE GOMEZ, M.B., B.S. 
Wimbledon, London, S.W.19 


Tuis report is based upon the findings in a practice of nearly 14,000 patients 
in Wandsworth. The practice includes civil servants, clerks, engineers, bus- 
drivers and conductors, insurance agents, carpenters and factory workers. 
Most of the wives in the practice work full-time unless they have small 
children. Many of these women are housewives living lonely suburban lives 
and do not believe in going out to tea with their neighbours for, they say, 
‘they only want to know all about you and then they take no more notice 
of you’. The practice is run by four exceptionally friendly principals in 
partnership. 

There were more women than men in this series of 100 patients; 55 were 
women, 23 were men, and 22 were children. This gives an incidence in the 
practice of 0.7 per cent. Their ages varied from infancy to old age. The age 
of the onset of the asthma was predominantly in the third and fourth decades. 


HISTORY-TAKING 

Perhaps one of the greatest difficulties in dealing with asthmatic patients is 
to find out how to obtain as much information as possible without causing 
undue alarm. The word asthma was avoided unless it was first mentioned 
by the patient and even then I preferred to refer to it as a ‘sensitive chest’. 
In so many cases I found that apprehension associated with the word 
asthma was the most important factor in the patient’s attitude to his or her 
disease. In order to help the patient to gain a philosophical outlook it was 
essential to be persistently and emphatically optimistic. The resentment 
caused when a doctor has said ‘you have asthma, I can do nothing for you’ 
may persist for years and result in a complete loss of confidence of the 
patient in the doctor, 

















GENERAL PRACTITIONERS’ FORUM 609 


It is surprising how nearly all except the oldest patients remembered 
clearly the details of the first attack: ‘I woke in the early morning with a 
dry cough and the more I tried to cough the phlegm from off my chest 
the more difficult I found it to breathe and the more I wheezed. So I said 
to myself “I’ve got asthma” ’. Another patient said that her first attack 
occurred during an air-raid. She had been bombed and while being rescued 
was mistakenly told that her husband had been killed. Another patient 
suddenly found that he was getting short of breath while going up the steps 
of his destroyer when on active service. Many attacks occurred after colds, 
bronchitis, and pneumonia and there was always an increase in the attend- 
ance of asthmatics in May when the fruit trees flowered. 


ASSOCIATED DISORDERS 
Over a third (41 per cent.) of the patients suffered also from hay fever. 
Many had had sinusitis, whilst others had nasal polypi. The association of 
a sensitive skin in infancy or in later life was found in 44 per cent. (men 60 
per cent., women 40 per cent.). Often the coincidence of asthma and eczema 
alternated: “The fire went out of my skin when my asthma came’. In others 
there was alternation with migraine: ‘My migraine seemed to go when I first 
began to have asthma’. Hypertension was found in 11 per cent. and dyspepsia 
in 36 per cent. In many cases the latter was due to the taking of ephedrine; 
when this was so, ‘monotheamine’ was substituted. 


PRECIPITATING FACTORS 
Sensitivity to tobacco was found in 33 per cent. of the patients. One of these 
told me: ‘I always go in a non-smoker carriage and cannot enjoy going to 
the cinema’. It is of interest to note that 41 per cent. of the adults smoked. 

Dust, that ubiquitous mischief maker, was often a cause of wheezing: 
‘I was dusting the stairs when I had my first attack’. Stairs are often swept 
with a stiff bristle brush which brushes the dust straight into the face of 
the user. Only 57 per cent. of the women with asthma possessed vacuum 
cleaners, and these were advised to get their spouse to empty them out of 
doors. Many of these patients I advised to use a ‘nenette’ duster; this picks 
up dust on its oil-impregnated mop-like surface, instead of sending the 
dust flying into the air. 

Allergic reactions to animal emanations were occasionally found but there 
was a considerable resistance to any suggestion of removing a pet even 
when children suffered. Allergy to orris root was dramatically revealed by 
a man who after kissing his wife one evening said: ‘What have you got on 
your face—is it pepper?’ 

Many different replies were received to questions about the effect of the 
weather on asthma. As a rule a change in the weather from dry to wet, and 
a cold east wind aggravated the condition. The crisp dry weather of mid- 
winter seemed to suit most of the patients. One mother said that she did 
not have to look out of the window if her asthmatic sons were wheezing in 
the morning for she knew that it was raining. 
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PART PLAYED BY THE EMOTIONS 

Emotion, particularly laughter, was apt to bring on an attack. In children 
expectation or excitement before the summer holiday or on Christmas Eve 
often led to attacks. Stress, in the form of an unhappy childhood or marriage 
or financial worry, was found in half the patients. The family history 
showed the presence of asthma, pulmonary tuberculosis, dermatitis or 
urticaria, migraine, epilepsy, neurosis, suicide or hay fever in go per cent. 
of the men and 70 per cent. of the women. Where there was a bilateral 
positive family history, particularly in children, the most severe cases were 
to be found. Week-end asthma was found in 15 per cent. of cases. Some- 
times dusty housework was done at the week-end; in some cases the incom- 
patible temperaments of husband and wife together all day may have been 
the cause. 

Half the patients admitted that they had overstrict fathers or molly- 
coddling mothers, or both. Two-thirds of the women had overstrict fathers 
(‘my father kept a whip in the house’) and one-third of the men had mothers 
who spoiled them. Most admitted to having a hobby (three-quarters of the 
men and 82 per cent. of women). It was found that 41 per cent. of the 
married women were childless. Most were of normal physique, a few were 
obese, ‘breathing like a grampus’, and many were thin. 


TREATMENT 

Ephedrine, adrenaline, aminophylline and pentobarbitone suppositories, 
potassium iodide, and promethazine, were the main drugs used. Except in 
an acute attack, a sympathetic interest shown in the taking of a complete 
history was a great help, as also were breathing exercises. Inoculations with 
specific and non-specific solutions were tried in a few patients. It was diffi- 
cult to say whether the injections benefited the patient but few failed to 
complete their course, and those who ceased to attend thought the injections 
were making them worse. 


OBSERVATIONS OF A FACTORY DOCTOR 


By D. A. ROSS HADDON, M.C., M.D. 
Hawick, Roxburghshire 


For over thirty years I have held the Trades and Factory appointment for 
examining young persons in Hawick. These three decades have witnessed 
a marked change for the better, and looking back I am greatly impressed 
by the marked contrast between the general health and physique of the 
young people of the present day compared with thirty years ago. 


THE CHANGING PICTURE 
With a very few exceptions clothing and cleanliness are excellent. Pediculosis 
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capitis was at one time a common complaint. During the last two years 
I have seen only one case. Glands in the neck are a thing of the past, whilst 
scabies is never seen now. Thirty years ago a large proportion of these 
youngsters had dental caries; this is seldom seen now. The young people 
are bright, intelligent, polite and very pleasant to deal with. These changes 
are largely due to our improved social services. Chief among these are the 











| Girls Boy s | 
(456) | (283) Remarks 
Rheumatic fever 7 
V.D.H. 7 2 
Respiratory diseases 16 16 
Defective vision 3 | 
Hernia 3 7 One (girl) umbilical. 
Appendicitis 28 20 | 
Tonsillectomy 174 110 Mostly performed before age of 15. 
Mastoid operations 2 I A great change (thanks to penicillin). 
Circumcision 2 
Cleft palate I 
Gastric ulcer I Gastrectomy at age of 15. Excellent result. 
Brain abscess I Operation at age of 10. Excellent result. 
Brain tumour I Operation at age of 12. Excellent result. 
Osteomyelitis 2 Both right legs. 
Splenectomy I At age of 13. Rupture caused by accident. 
Removal of left eye I Accident. 
Tuberculosis of spine I Arthrodesis of lumbar spine at age of 13. 
Good result. 
Operation for squint I 
Scarlet fever 48 26 
Diphtheria I I \ great change (thanks to inoculation). 








3 : 
Tas_e I.—Summary of medical records of 456 girls and 283 boys examined in the factories 
of Hawick during a period of eighteen months. 


improvements in housing conditions; slums in this town have almost been 
eliminated. Education of the people with regard to healthy living, as well 
as the medical services, have played their part. The Trades and Factory 
Regulations are now very satisfactory. In this textile town we have very 
few accidents, whereas thirty years ago accidents, sometimes necessitating 
amputation of a limb, were not uncommon as a result of unprotected 
machinery. 


ADVANTAGES OF REGULAR MEDICAL INSPECTION 
One of the great benefits of the new regulations is that young persons are 
examined for the first three years of their factory lives. I have recently 
analysed my records of the 456 girls and 283 boys whom I have examined 
in the factories of Hawick during the last eighteen months. The salient 
features are summarized in table I. 

My records show that in fitty of the girls menstruation had not begun by 
the age of fifteen. In twenty-five of these it started at the age of sixteen 
and in another eight at the age of seventeen. In two of them it had not 
begun by the age of eighteen. Fifteen of the girls of the age of fifteen or 
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over were under observation for some menstrual disturbances; thirteen of 
these had irregular periods, and seven complained of dysmenorrhcea. 


CONCLUSION 
If these findings are typical of the country as a whole, then I think that we 
can safely conclude that the younger generation of today are well prepared 
for their adult life. Certainly, in Hawick, we feel that we have no cause for 
pessimism so far as the rising generation is concerned. 


TENOSYNOVITIS IN INDUSTRY 


By RALPH N. WILSON, M.B., B.S., D.P.H. 
Medical Officer 


AND S. WILSON, M.C.S.P. 
Physiotherapist 


The Stanton Ironworks Company Limited, near Nottingham 


BEFORE 1947 we treated tenosynovitis of the forearm and wrist by the 
classical method of rigid immobilization for three to six weeks. This in- 
variably necessitated absence from work. The patient usually required a 
change of job on resuming employment because otherwise the recurrence 
rate was about 50 per cent. 

During recent years various reports have decried the time-honoured 
routine of resting the injured part. Powell (1955) advocated injection treat- 
ment of fractured ribs instead of strapping and rest. Charnley (1955) 
recommended an optimistic approach to backache and we (Wilson and 
Wilson, 1955) suggested physiotherapy and manipulation instead of rest 
and sedation. In an article on tenosynovitis, Thompson et al. (1951) re- 
viewed the literature and advised a detachable ‘perspex’ splint instead of 
rigid immobilization, thus enabling the patient to remain at his normal work. 
Knowles and Kipling (1953) reported excellent results from physiotherapy 
alone, claiming that: (i) palpable crepitus could be dispersed at one treat- 
ment, (ii) most patients were clinically cured in four to five days, (iii) only 
three patients out of 50 required alternative lighter work, and (iv) there 
were no relapses. 


SCOPE OF INVESTIGATION 
In view of this modern trend to avoid rest we thought it might be of interest 
to publish the results achieved since 1947 by our simple method of explana- 
tion and reassurance. Our working population is about 6000, mostly males. 
Not all of them are exposed to the risk of contracting tenosynovitis during 
working hours. 
Diagnosis is based upon a complaint of pain and the discovery of crepitus. 
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There is usually some swelling at first. As it subsides the crepitus becomes 
evident. 

Age and sex incidence.—This is shown in table I. The distribution curve 
corresponded closely to that of the works population. 









































Age | Males Females Total Per cent. 
Below 20 i im ies I es 5 | 5.7 
De a Tae SCE AE 
20- 25 I 26 | 29.6 
30 - Ba. i — 2 . 30 34-1 
ee “a. 2 ee 19 21.6 
NES ie es meee a 6.8 
Over 60 a ee a 3 ie - 2.2 
Total tt ee 4 is 4 88 | 190 








TasLe I.—Age and sex incidence of 88 patients with tenosynovitis. 


Site of the lesions.—Details are given in table II. The commonest site was 
the extensor pollicis and extensor carpi radialis (71.6 per cent.). This is 
similar to Thompson’s experience (1951). Only one case was bilateral. The 
front of the leg was involved in 16 cases (18.1 per cent.). 






































Si | No. of Per 
site | cases | cent. 
Extensor tendons in wrist and forearm (ext. pollicis, ext. carpi 
radialis) 63 | 71.6 
Flexor tendons in wrist and forearm (flex. carpi radialis, | } 
palmaris longus) 3 3-4 
Finger extensors (ext. digitorum in region of metacarpo- | 
phalangeal joint) 4 4.6 
Finger flexors (flex. digitorum sublimis in region of meta- 
carpo-phalangeal joint) 2 2.3 
Anterior crurals 9 | 10.2 
Tendons in region of inferior extensor retinaculum (ext. digi- 
torum longus and peroneus tertius) 7 7.9 
" } | 
Total 88 | 100 








Tas.e II.—Site of iesions in 88 patients with tenosynovitis. 


ETIOLOGY 

Details are given in table III. In order of frequency the commonest causes 
of tenosynovitis in the upper limb were: (i) attempting a new kind of 
repetitive work (18 cases), (ii) resumption of repetitive work after a holiday 
or illness (16 cases), (iii) other cases occurring during repetitive work such 
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as core-making, ramming, using a spanner or hammer (15 cases), (iv) direct 
local blunt trauma (10 cases), (v) local ‘strain’, e.g. while pulling a rope 








| : No. of Per 
Cause cases cent. 
| (a) Upper limb 
(i) Attempting new repetitive work 18 20.5 
(ii) Resuming repetitive work after absence 16 18.2 
(111) Other cases arising during repetitive work 15 17.1 
(iv) Direct local blunt trauma 10 11.5 
| (v) Local ‘strain’: e.g. while pulling rope 7 7.9 
(vi) Gardening, hay-making, and the like 2 2.2 
(vii) No known cause 4 4.4 
| (b) Leg 
(i) Unaccustomed exercise S 9.2 
(ii) Direct local blunt trauma 6 6.8 
(iii) Wearing new boots or Wellingtons 2 2.2 
Total 88 100 





Tas_e I11.—Etiological factors in 88 cases of tenosynovitis. 


(7 cases), (vi) gardening, hay-making, and the like (2 cases), (vii) no known 
cause (4 cases). In the leg the causative factors were: (i) unaccustomed 
exercise (8 cases), (ii) direct blunt trauma (6 cases), (iii) wearing new boots 
or Wellingtons (2 cases). 


TREATMENT AND RESULTS 

Treatment now consists of a lucid explanation complete with simple ana- 
tomical diagrams. The patient is assured that the creaking and pain have 
nothing to do with a fracture and that all will be well within 21 days. The 
simple palliative treatment, such as a crépe bandage, ‘elastoplast’, wax bath 
(130 F. [54° C.]) and short-wave diathermy, which we use in certain cases, 
relieves discomfort but does not appear to affect the duration of the 
condition. 

Results.—In only one of 88 cases did the condition persist for more than 
21 days. This was an affection of the wrist and thumb extensors which 
resolved in 26 days. Only one patient lost any working time after being 
seen. He was absent for three days. There have been no recurrences. 


SOME ILLUSTRATIVE CASES 
(i) A young female core-maker resumed piece-work after two weeks’ holiday. The 
work involved a very rapid ramming action chiefly from the wrist, followed by 
picking up the core with the thumb and index finger and placing it on one side. 
(This operation is carried out 600 to 800 times each shift.) She soon complained 
of tenosynovitis in the extensors of the wrist and thumb. 

(ii) A bricklayer’s labourer was ordered to empty a wagon load of bricks. (‘This 
is not done frequently.) The job consisted of picking the bricks up, one in each 
hand, and throwing them in pairs to his mate at ground level. He is a likely candidate 
for tenosynovitis. 

(iii) An office worker decided upon a weekend climbing holiday. He developed 
tenosynovitis—in the anterior crurals due to heavy boots and unaccustomed 
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DISCUSSION 

Contrary to other published work, we submit that the treatment of 
tenosynovitis is a matter of explanation and reassurance only. No other 
regime is worth considering unless it gives better results than those 
described above. We have not tried local injections. Industrial painting 
contractors in this area call the condition ‘beat wrist’. It occurs particularly 
after using a large brush for the application of red lead paint. As most 
painters are ambidextrous, victims solve the problem by holding the brush 
in the unaffected hand until the condition has resolved. Tenosynovitis is 
for them a nuisance, not a cause of absence from work. 
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THE GRAVE 
By C. R. NUNAN, M.B., B.Cu., D.P.H. 


Wallington, Surrey 


Tue macabre tale of “The Missing Infant’ (The Practitioner, 1956, 176, 
675) prompts me to put on record what I have always regarded as ‘my 
most interesting case’. 

Twenty years ago I attended Mrs. ‘X’ in her confinement and delivered 
her of a healthy female baby, who was later christened Mavis. At the con- 
clusion of that obstetrical event the midwife made a parcel of the placenta, 
and handed it to a woman helper to be burned, as was the custom in those 
distant days (and may still be, for all I know). And so, it would appear, 
was brought to an end this happy occasion. 

Precisely five years later, to the day, I visited the house to treat Mavis 
for the measles, and on looking out of the living room window my attention 
was attracted by a little plot about 2 feet by 1 foot in the corner of the 
garden, fenced around by a diminutive fence only a few inches high, and 
decorated with flowers. ‘What is that?’ I said to Mr. ‘X’, to which he 
replied: “That is where we buried Mavis’s twin’. Thereupon, I told him 
that the parcel contained the afterbirth and not a dead baby, and: that if 
it came to the ears of the coroner that I was burying my stillbirths in back 
gardens I was liable to get into trouble. But I cannot help feeling that to 
this day he does not believe my explanation. 

They no longer live at the house, and so I cannot tell if, on the anni- 
versary of Mavis’s arrival, the demise of her ‘twin’ is still commemorated 
with floral tributes. 
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CXIII.—NYSTATIN 


By WALLACE BARR, M.B., M.R.C.O.G. 


Consultant, Gynecologist, Western Infirmary, Glasgow; 
Consultant Obstetrician, Eastern District Hospital, Glasgow 


EVIDENCE is now accumulating in the world literature to show that nystatin 
is emerging from the category of drugs labelled ‘promising’ and is rapidly 
receiving recognition as one of the major weapons in the pharmaceutically 
impressive, but until now therapeutically disappointing, range of drugs 
employed in the battle against fungus diseases—a battle which is becoming 
more important with the ever-increasing use of broad-spectrum antibiotics. 
Before discussing the general features of nystatin I propose to present 
our findings in two series of cases in which nystatin has been employed in 
genital moniliasis. 
IN MONILIAL VAGINITIS 

The first series comprised 64 cases of vaginitis due to C. albicans, 56 
(87.5 per cent.) of whom were pregnant. Ages ranged from 16 to 64 years. 
In all cases complaint was made of severe vaginal and vulvar soreness and 
itching: 59 patients (g1 per cent.) also complained of discharge, white or 
yellow in colour. On examination, intense engorgement of the vagina was 
noted in all cases and many presented characteristic white curd-like or 
caseous discharge. Marked cedema of the vulva was noted in four cases. The 
duration of symptoms ranged from three days to more than eight months 
and many complained of lack of sleep due to itching and vulvar discomfort. 
Cases of associated trichomonal vaginitis were excluded. The diagnosis was 
established by direct microscopical examination of smears and by the 
inoculation of Nickerson’s medium which was incubated at room tempera- 
ture for five days. 

Treatment was carried out initially for one week and the patient was 
instructed to insert each night, as deeply as possible into the vagina, 
pessaries containing 100,000 units of nystatin. One week after the treatment 
had been completed all reported back for follow-up examination, and 62 
(97 per cent.) patients reported complete relief of symptoms whilst many 
commented on the rapidity with which this relief was obtained—often a 
few hours after the first insertion. All 64 cases were re-examined bacterio- 
logically: 55 (86 per cent.) were clear but the two failures together with 
seven of those who had been cured symptomatically showed C. albicans still 
present in the discharge. 

No further routine follow-up examination of these patients was under- 
taken as many of those who were pregnant delivered themselves shortly 
thereafter, but all were instructed to report back at once on recurrence of 


May 1957. Vol. 178 (616) 























CURRENT THERAPEUTICS 617 


symptoms. Ten patients (15.6 per cent.) did so and it is not known whether 
these were true relapses or, as is possible, reinfections (Jennison and 
Llywelyn-Jones, 1957). A further course of treatment cured all ten, both 
symptomatically and bacteriologically. The two patients who failed to show 
any symptomatic response to nystatin were then treated orally with tablets, 
500,000 units twice daily for five days. This produced no improvement in 
either case. Thereafter, the vagina was swabbed with a 1 per cent. solution 
of gentian violet and this resulted in symptomatic improvement in one case, 
but failed to alter the bacteriological picture in either. 

Results.—The results of this investigation may therefore be summarized 
as follows :— 


Number of cases treated 64 (56 pregnant) 
Number cured completely 55 (86 per cent.) 
Number cured symptomatically 62 (97 per cent.) 
Relapses 10 (16 per cent.) 


IN ‘DIABETIC’ MONILIAL VULVITIS 

The second series consisted of 15 cases of so-called diabetic vulvitis. 
Twelve of them had glycosuria when first examined, but the remaining 
three cases showed no glycosuria or hyperglycemia at any time and sugar- 
tolerance curves were normal. In all cases, however, the classical picture of 
‘diabetic vulvitis’ was presented as shown in figure 1, with acutely jnflamed 
vulvar and peri-anal skin, a well-defined edge to the lesion, macerated 
superficial epithelium and sores caused by scratching. C. albicans was 
demonstrated in all cases in the superficial epithelium of the vulva. Ex- 
treme itching and irritation of the vulva were the main complaints, but 
three patients also complained of discharge, and on examination these 
three patients and two others presented a fairly acute vaginitis. C. albicans 
was demonstrated in the vagina in four cases. 

Treatment.—In those cases with diabetes mellitus, energetic measures 
were undertaken by means of insulin therapy and diet to control the glyco- 
suria. For local treatment the patient was given an ointment containing 
100,000 units of nystatin per gramme of emulsifying ointment B.P. base 
and was instructed to apply it to the affected parts twice daily for two 
weeks. In addition she inserted two vaginal tablets of 100,000 units each 
night. She was told not to wash the vulva with soap and water but to cleanse 
the skin with warm olive oil. The first six patients of the series were also 
instructed to take nystatin tablets orally, 500,000 units twice daily for a 
week, but this was discontinued in the remaining nine cases and is probably 
unnecessary. One week after conclusion of treatment they reported for 
follow-up inspection and bacteriological re-examination. 

Results.—The three non-diabetic cases reported complete relief of symp- 
toms within a few days of starting treatment. All three were bacteriologically 
clear at follow-up examination and have shown no signs of relapse during 
the ensuing six months. Of the 12 diabetic cases, nine (75 per cent.) reported 
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symptomatic relief after four or five days of treatment and at follow-up 
examination all had sugar-free urine and a healthy vulvar skin, and no 
C. albicans were found in the skin of vulva or vagina. Two of these patients 
subsequently had a recurrence of in- 
fection and this coincided with a 
temporary recurrence of glycosuria. 
Both responded satisfactorily to a 
further course of treatment. Of the 
three patients who had not responded 
to treatment at the end of three weeks, 
two were found to have persistent 
glycosuria and were not stabilized 
on insulin therapy. This was corrected 
within the next four weeks and a re- 
peat course of nystatin brought about 
a cure in both instances. The remain- 
ing patient, a woman aged 50, was also 
a diabetic but despite control of the 
glycosuria she continued to have 
chronic itching and irritation un- 
affected by nystatin. Follow-up ex- 
amination revealed no evidence of 





residual moniliasis, however, and a Fy, 1.—Diabetic monilial vulvitis, showing 


skin biopsy showed definite leuko- acutely inflamed vulvar and peri-anal 
: . skin, well-defined edge to the lesion, 
plakia: vulvectomy subsequently pro- and sores caused by scratching. 


duced complete cure. 

These results in vulvar moniliasis confirm those obtained by Robinson 
(1956) who combined nystatin with cortisone, which possibly accounts for 
the more rapid relief of symptoms which he described. It must be empha- 
sized that control of associated glycosuria is essential in treating this type of 
moniliasis. 

SIDE-EFFECTS 
In both groups of cases there were few side-effects associated with nystatin 
therapy. Three patients in all complained of nausea. Two of these were 
taking the antibiotic orally and the nausea cleared as soon as oral treatment 
was stopped. Continuing the local application of nystatin produced no 
return of nausea. As previously noted by other authors (Chesney, 1956; 
Jennison and Llywelyn-Jones, 1957), no alteration in vaginal flora was noted. 


THE THERAPY OF FUNGUS DISEASES 
Until the advent of nystatin and similar antibiotics (Whiffen et al., 1946; 
Kornfield and Jones, 1948; Davisson et al., 1951; Raubitscheck et al., 1952) 
the therapy of fungus diseases had been approached from many aspects with 
but little advancement in methods of treatment. The ideal fungicide, as 
indicated by Wilson (1955), should be stable, soluble, non-toxic, free of 
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unpleasant side-effects and capable of acting in concentrations easily 
attained by local, oral or parenteral administration. 

Innumerable topical applications have been tried but no such substance 
has been able to penetrate skin, hair and nails to the depth required to 
eliminate the fungus. Attempts to drive the fungicide deeper into the tissues 
by galvanic iontophoresis or by the use of keratolytics have met with little 
success, and chemical or electronic methods which would cause rapid non- 
traumatic, temporary shedding of infected skin, hair or nails have yet to 
be devised. Hormones, such as thyroid extract, stilboestrol (Foley and Ay- 
cock, 1944), cortisone and corticotrophin (Kass et al., 1951), and anti- 
histamines have proved similarly disappointing. But, as many workers have 
pointed out (Drouhet, 1955a; Wilson, 1955; Stewart, 1956), the mere 
presence of fungi is not sufficient to establish an infection and it is only 
when the host is susceptible and environmental circumstances are favour- 
able that the fungus becomes invasive. Immunology offers scope for further 
investigation although, to date, vaccines and antisera have proved of no value. 


BIOLOGICAL AND CHEMICAL PROPERTIES OF NYSTATIN 
Nystatin has provided the first really satisfactory line of attack against the 
fungus diseases. It was discovered in 1950 by Hazen and Brown (1950), 
who isolated it from Streptomyces noursei, and it acts by inhibiting cell 
division and mycelial growth (Stewart, 1956). Its chemical properties and 
structure have been investigated by Dutcher et al. (1955). It is an ampho- 
teric crystalline polyene, soluble in propylene glycol and, to a lesser degree, 
in other alcohols but quite insoluble in water and other organic solvents. 
The dry powder is stable but other preparations tend to lose activity slowly 
at room temperature. Biological assay of nystatin has been undertaken by 
Pagano and Stander (1955) and a good deal of animal experimental investi- 
gation has been carried out, notably by Sternberg et al. (1954), Brown et al. 
(1953), Campbell et al. (1954), Newcomer et al. (1954), Hazen et al. (1955), 
Steinberg and Jambor (1955), Drouhet (1955b), Mariat (1955), Drouhet 
and Schwarz (1955), Gordon and Smith (1955) and Campbell (1955). 


CLINICAL EFFICACY 
Clinical reports on the effectiveness of nystatin in the human subject have 
been accumulating over the past few years in the United States, in Great 
Britain and in France since Debré and his associates (1955) indicated en- 
couraging results in a small series of cases presented at the pediatric meeting 
in Paris in June 1954. Moniliasis of the vagina has provided perhaps the 
most satisfactory response to nystatin and in the series reported by Drouhet 
(1955b), Graham et al. (1955), Sloane (1955), Stallworthy (1956), Pace and 
Schantz (1956), Chesney (1956), Robinson (1956), Wright et al. (1956), 
Bjoro (1956), Eisenberg et al. (1956), and Jennison and Llywelyn-Jones 
(1957) the results have been indeed impressive. Treatment of moniliasis in 
other sites of infection has been reported upon by Sarewitz (1955), Graham 
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et al. (1955), Gonzalez Ochoa (1955), Dobias (1955), Stewart (1956), Childs 
(1956), Huang et al. (1956) and Robinson (1956) with only slightly less 
favourable results, so that in dealing with C. albicans infections, the locus 
would appear to be unimportant. Nystatin is probably of less value in other 
types of fungus infection and the reports of Grupper (1954), Erskine (1956), 
Newcomer et al. (1954), Graham et al. (1955) and Flarer (1955) indicate 
that, whilst it does seem to improve on existing methods of treatment, it is 
not so efficacious in this field as against C. albicans. 

Resistance studies have been undertaken by Stout and Pagano (1956) and 
by Stewart (1956) who reports that all strains of C. albicans isolated from a 
variety of lesions and sources have proved sensitive to nystatin even in the 
presence of human serum and plasma. 


NYSTATIN AND BROAD-SPECTRUM ANTIBIOTICS 

That there is an increased likelihood of monilial infection in patients 
treated with broad-spectrum antibiotics now seems beyond doubt (Pundel 
and Ost, 1954; Sharp, 1954; Cannon, 1955; Loh and Baker, 1955; Drouhet, 
1955a; Childs, 1956), and the suggestion has been put forward that such 
infections may be avoided or curtailed by the prophylactic administration 
of nystatin. Welch (1956) suggests that this is a logical procedure in cases 
most likely to develop moniliasis: for example, very debilitated, diabetic, 
leukemic or pregnant patients or in premature infants. Kligman (1956) 
agrees to the carefully restricted use of nystatin in this manner but strongly 
opposes the routine use of antifungal agents prophylactically. Stewart (1956) 
also states that there is no justification for the routine use of nystatin in 
conjunction with broad-spectrum antibiotics and with this view I agree. 


SUMMARY 
Of 64 women with monilial vaginitis treated with nystatin vaginal tablets 
(100,000 units), 62 (97 per cent.) were symptom free and 55 (86 per cent.) 
were completely cured. There were 10 (16 per cent.) relapses, all of whom 
were cured by a repeat course of treatment. 

Out of a group of 15 cases of ‘diabetic’ monilial vulvitis 14 were cured 
by nystatin after the urine had become sugar free. There was one failure 
who was subsequently found to have underlying leukoplakia vulve and was 
cured by operation. 

The literature on nystatin is reviewed. 

I wish to make grateful acknowledgement to Professor Ian Donald of the 
University of Glasgow and to Mr. Hugh Stirling, Obstetrician in Charge, Eastern 
District Hospital, for permission to carry out this work. I also wish to thank Messrs. 


E. R. Squibb & Sons for their supply of nystatin and Mr. W. W. Heseltine for his 
cooperation. 
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EQUIPPING THE SURGERY 


V.—OPHTHALMIC TEST TYPES 


By ESMOND RECORDON, M.D. 
Ophthalmic Surgeon, Addenbrooke’s Hospital, Cambridge 


Nor infrequently, the medical practitioner will be called upon to make an 
assessment of his patient’s distance vision, near vision, and colour vision, 


and for this assessment to be mean- 
ingful the tests employed and the 
conditions under which these tests 
are made must approximate to a 
standard. Except for colour vision, 
each eye must be tested separately. 
If glasses are worn, first the uncor- 
rected and then the corrected vision 
must be stated. A note should finally 
be made of the binocular vision: 
again without and with correction. 


DISTANCE VISION 
Distance vision should be tested first 
and for this purpose Snellen’s test 
types are invariably used. The types 
consist of a series of letters printed 
in black on a matt white background, 
arranged in rows and diminishing in 
size from above downwards. The 
fovea is so packed with cells that the 
normal average eye can distinguish 
an object that subtends an angle of 
one minute at its nodal point. A 
‘normal’ eye can distinguish a letter, 
the thickness of whose constituent 
lines subtend one minute, the whole 
letter being of such a shape that it 
can be placed in a square, the sides 
of which are five times the breadth 
of the constituent lines. These con- 
ditions are fulfilled when the seventh 
row can be read at a distance of six 
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Fic. 1.—The Snellen card. 


metres (6 6), the top letter being distinguished at 60 metres, the lower letters 
in each line at 36, 24, 12 and g metres respectively. It is, of course, only 
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practicable to use one distance from which the letters are viewed and this 
distance is ideally six metres. It is permissible to test at five metres, the 
eighth line (6/5) then being used as the equivalent of 6/6 but in this case 

the acuity should be 
7 recorded as 5/5. In- 
" side five metres, ac- 
commodation comes 
into play and results 
are vitiated. 

If the dimensions 
of the consulting 
room make testing at 
six or five metres im- 
practicable, then re- 
source can be had to 
a rectangular mirror 
three metres distance 
from the test type 
(printed in reverse) 
which is placed a 
little above and im- 
mediately behind the 
patient’s chair. The 
types are then 
viewed through the 
mirror at a real dis- 
tance of six metres. 
Most normal eyes 
have little difficulty 
in reading the 6/6 
line and the eighth 
and even the ninth 
lines are possible (65 and 6 4). If only the top letter can be read the acuity 
is recorded as 6/60, the second line as 6 36 and so on via 6/24, 6/12, 6/9 to 6/6. 

Snellen’s test types are simple inexpensive boards, but they must be 
clean (preferably washable) and more than one should be available. The 
general practitioner will not often have to test small children, but it is occa- 
sionally useful to have a type consisting of the letter E placed with the 
three prongs variously pointing to the right, left, up and down. (An E cut 
out of a piece of plywood, 4 inches x 4 inches [10 cm. x 10 cm.] is turned 
by the child through the appropriate directions so that a tied-tongue need 
be no hindrance.) It should be remembered that a child will seldom be 
bothered to read small letters even when he can see them, so that an apparent 
best on the 6/12 line is not necessarily a true estimate of ability. In order 








Fic. 2.—The roller unit with spotlight and duochrome. 
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to save time it is a useful dodge to rule a thick red line under the 6/12 line 
and then make a habit of asking the patient to tell you what he can see 
under that line. 

Illumination of the test type is an important detail. It need not be strong 
but it should be uniform over the whole card. The ideal for this purpose 
is an 11-inch (28 cm.) reflector fitted with an 84-inch (22 cm.) 60-watt 
lamp as used for showing off pictures. The test type should be pinned on 
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Fic. 3.—The Faculty N types. 


to a stout wooden board and the reflector unit screwed into the back, or 
on to the wall above. Alternatively, an internally illuminated test type 
model (fig. 1) may be used. 

If the practitioner intends to indulge in refraction he will not be satisfied 
with the simple card (or cards). He will be well advised to invest in a com- 
pact unit (fig. 2) comprising an enclosed series of types on a roller, one or 
two lines only showing through a glazed window. The roller is operated 
by a remote controlled pulley arrangement. This will be fixed up for him 
by the optical firm who supply it and he will have the run of three ordinary 
sets of Snellen type, an E type, and a picture type. Below the window there 
will be a spot lamp which is necessary for fixation during refraction and for 
muscle balance tests with the ‘Maddox rod’. He will also find the duo- 
chrome type (see below and to the right in fig. 2) invaluable. 
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Before leaving the subject of the Snellen cards, it is necessary to point 
out that it is not wise to conclude that a patient who can read 6/6 with 
each eye cannot be suffering from eye strain. A man or woman of 30, en- 
gaged on close work, 
may have two or three 
dioptres of hypermetro- 
pia and yet easily read 
6/6 and better. He or 
she will almost certainly 
be complaining of head- 
ache. On the other 
hand, if one dioptre of 
myopia is reducing 
acuity to 6/12 or 6/18, 
he is unlikely to be com- 
plaining of headache, 
tiredness or even of de- 
fective distance vision! 





NEAR VISION 
Fic. 4.—The Ishihara plates. Near-vision test types 
are simple, cheap and 
present no problems since the adoption in 1952 by the Faculty of Ophthal- 
mology of the “Times Roman’ (series 327) type-face (fig. 3). The fount, the 
point size, the impression and the paper have all been standardized. The 
format of different makers’ products varies, but all are common in as much 
as they contain paragraphs of reading matter in sizes from 5 point to 48 point. 
The near visual acuity is recorded as the smallest number read, e.g. N.6 
(Near 6 point). (As no manufacturer is intending to print the old Jaeger and 
Snellen near types, the official bodies who still ask for these will be forced 
to conform.) The normal reading distance at which these types should be 
used is, in my opinion, 16 inches (40 centimetres) and not closer as is often 
suggested. As, however, there are various factors which may dictate different 
distances at which the test is made, the important thing is that that distance 
should always be recorded. Also, useful information can be obtained by noting 
the farthest and nearest point at which the N.5 type can be read with clarity. 


COLOUR VISION 
A dependable, quick and simple method of testing for congenital colour 
blindness are the pseudo-isochromatic diagrams devised by Professor 
Ishihara of Tokyo (fig. 4). These are bound in book form, with instructions 
for their interpretation. Anyone passing these tests can be assumed to have 
full colour vision, but failure does not necessarily denote a gross defect. 
Many people who have never experienced the slightest difficulty will fail 
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but they can be reassured, except those seeking entrance to Services which 
demand exacting standards. 


I am indebted to Clement Clarke Ltd., 63 Wigmore Street, London, W.1, for the 
illustrations and to Mr. A. T. Wagstaff of that firm for his assistance. 





REVISION CORNER 
PREVENTION AND TREATMENT OF AIR SICKNESS 


Air sickness is becoming a decreasing problem in civil flying for a variety of 
reasons but, despite this, there will always be a certain number of cases 
requiring attention. In order to deal with its prevention and treatment, the 
primary cause and contributory factors involved in air travel should be 
considered. It is a condition due principally to vertical accelerations or 
excessive rotary motions occurring in aircraft flights, and is analogous to 
car, train or sea sickness; it might simply be referred to as motion sickness. 


ETIOLOGY OF AIR SICKNESS 

Several factors play a part in the etiology of the condition which is thought 
to be partly psychological, partly vestibular and, in part, located in the 
cerebellar cortex; environmental conditions also affect an individual’s sus- 
ceptibility. The effect of motion on the labyrinth is probably an important 
factor, and this labyrinthine element is considered to be due largely to 
hypersensitivity and over-stimulation of the floor of the utricle by the 
otoliths, the vertical acceleratory movements, such as occur in turbulent 
flying weather, leading to variations in pressure of the otolith organs on the 
filaments of the utricle. 

There are several associated factors which can aggravate the condition, 
including length of flight and roughness of the air; the presence of odours, 
poor ventilation and inadequate temperature control; indiscretions in diet 
or alcohol; personal idiosyncrasies; excessive movement of the aircraft in 
the vertical, longitudinal or lateral plane; steep turns or other exaggerated 
aircraft movements, and last, but not least, psychological factors, including 
fear and apprehension. 

Because of the greatly improved conditions of modern air travel, many 
of these factors do not arise in civil aviation today. Modern jet and turbo- 
prop engines are noticeably smoother than piston engines and in addition, 
for reasons of economy and efficiency, fly at ever-increasing heights where 
weather conditions are less turbulent. All passenger cabins nowadays are 
pressurized, thereby ensuring avoidance of oxygen lack, together with 
proper contro] of ventilation, humidity and temperature and the removal 








Se 


ee PRG LAS EE aay a 








SN eetre 


ee) 














3 
a 
; 


Pgs, 


ae a 


gu beg aL eet 





REVISION CORNER 627 


of unpleasant odours. Briefly, the principle of pressurized cabins is to 
introduce air by means of a mechanically driven impeller so that a pre- 
determined pressure is maintained in the cabin of the aircraft, irrespective 
of the external atmospheric pressure. Thus the ‘actual’ altitude of an air- 
craft may be 40,000 feet (12,200 metres) whilst the ‘cabin’ altitude is only 
5000 feet (1,500 metres). 

Ideal cabin conditions aim at an average temperature of 68 to 70° F. 
(20 to 20.1° C.) with a relative humidity of 25 to 50 per cent. The volume 
of circulating air should be not less than 1 pound (450 g.) per person per 
minute, the velocity of impelled air being between 20 and 60 feet (6 and 8 
metres) per minute. 


TREATMENT 

The increasing use made of flying by the travelling public nowadays 
reduces, to a certain extent, the old apprehension or fear which accompanied 
many early flights. Despite this, however, there are still some persons who 
require attention if this condition is to be prevented or adequately dealt 
with. Preventive measures include the following :— 

Personal.—Psychological reassurance and a tranquil mind play an im- 
portant part in the preparatory phase, and mild sedation or the use of one 
of the approved ‘tranquillizers’ in an effort to reduce pre-flight tension will 
undoubtedly help. In some cases, moderate use of alcohol is recommended 
but this can obviously only be used for this purpose with care and discretion. 

Flying conditions.—In a susceptible subject, a seat fairly near the longi- 
tudinal centre of the aircraft should be sought if possible as, in the event 
of turbulent weather, aircraft movements are liable to be less severe in this 
section of the aircraft. The passenger should be instructed to make full use 
of the ventilation facilities provided and to sit in as relaxed and comfortable 
a position as the adjustable seat will allow, preferably with no constriction 
round the neck, head back on the head-rest and eyes closed. Reading or 
looking out of the window should be avoided in very susceptible cases. 

Diet.—Overfeeding, particularly with fatty foods, before and during 
flight, is obviously to be avoided but, at the same time, complete abstinence 
is unwise. The aim should be a moderate quantity of light digestible food 
before and during flight, as required. Alcohol, other than as recommended 
previously, should be avoided. 


DRUGS 
A great variety of drugs and combinations of drugs has been tried with 
varying degrees of success and, from time to time, extravagant claims are 
made for new air sickness ‘cures’. The one drug which has proved the test 
of time as a basic constituent of any air sickness remedy is undoubtedly 
hyoscine hydrobromide. Atropine and hyoscine act on three important 
points in connexion with air sickness: the central nervous system, smooth 
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muscle, and the secretory glands innervated by the post-ganglionic cholin- 
ergic fibres. On all these the alkaloids act as a parasympathetic depressant. 
There is primary stimulation of the medulla and higher cerebral centres, 
followed by a sedative effect, indicated by drowsiness, an attitude of 
laissez-faire, lack of apprehension, and, frequently, sleep. The sedative 
effects of the barbiturate group used in connexion with hyoscine and 
atropine form the basis of the most successful remedies, of which the 
following are examples :— 


(a) Hyoscine hydrobromide 1/200 grain (0.3 mg.) 
Benzedrine sulphate 2 mg. 
Sodium phenobarbitone 1/6 grain (10 mg.) 

(b) Hyoscine hydrobromide 1/200 grain (0.3 mg.) 
Atropine sulphate 1/200 grain (0.3 mg.) 
Sodium phenobarbitone } grain (30 mg.) 

(c) Hyoscine hydrobromide 1/200 grain (0.3 mg.) 


in a sugar-coated pill. 

Good results have recently been claimed in America for ‘dramamine’ 
(dimenhydrinate), but subsequent experience with it has not justified the 
early optimism. 

Many other combinations exist under varying trade names, but the basis 
of most is hyoscine, and these are available on most aircraft upon request. 
If they are taken in combination with the other advice discussed in this 
article, symptoms should be considerably ameliorated, if not eliminated 
altogether, except in the most intractable cases. 

K. G. BERGIN, M.D., D.P.H., F.R.Ae.S. 
Chief Medical Officer, British Overseas Airways 
Corporation 


TORTICOLLIS 


TORTICOLLIs, or twisted neck, is a fairly common condition. The classification 
in table I shows many of the possible causes but in some of the most dis- 
abling forms which affect adults the cause is uncertain and the results of 
treatment are disappointing. 


IN INFANTS AND CHILDREN 
Congenital torticollis from maldevelopment of the cervical vertebre is 
exceedingly rare and can best be diagnosed radiologically. There is no 
satisfactory treatment. 

Torticollis from contracture of the sternomastoid muscle is more common 
and is believed to be due to an ischemic lesion secondary to venous throm- 
bosis and analogous to Volkmann’s contracture (Middleton, 1930; Griffiths, 
1940). The lesion develops near or during parturition and after a few weeks 
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the baby is found to have a twisted neck and a firm lump is felt in the 
sternomastoid muscle on the side of the tilt. At this stage active exercises 
and daily over-correction of the deformity are usually curative. After three 
months the tumour disappears but the torticollis becomes worse and facial 
asymmetry develops. The deformity cannot be corrected manually because 
of the resistance of the shortened sternomastoid muscle and surgical divi- 





(1) Congenital 
(a) Sternomastoid contracture 
(b) Maldevelopment of cervical vertebre. 
(2) Secondary 
(a) Ocular 
(b) Labyrinthine 
(c) Cervical gland disease 
(d) Disease of cervical vertebre 
(e) ‘Stiff neck’. 
(3) Neurogenic 
(a) Poliomyelitis 
(b) Dystonia musculorum deformans 
(c) Post-encephalitic 
(d) Tumours of cervical cord or posterior fossa 
(e) Spasmodic torticollis. 
(4) Psychogenic 
(a) Hysteria 
(b) Tic. 











TABLE I.—Varieties of torticollis. 


sion with subsequent over-correction in plaster is required. The results are 
usually good and the facial asymmetry disappears (Plewes, 1952). Early 
diagnosis is essential. If the condition is first diagnosed in adult life nothing 
avails, because of the severe secondary deformity of the cervical vertebre 
and because distressing symptoms may follow attempts at correction. 
Other disorders causing torticollis are usually self-evident if the neck is 
properly examined and x-rayed. 

In children, unilateral paralysis of the superior oblique or superior rectus 
muscle leads to head tilting to relieve diplopia (Cogan, 1948). Neck move- 
ments are full and free but diplopia and squint occur when the deformity 
is corrected. Expert ophthalmological help will be needed. Labyrinthine 
disturbances are usually apparent because of the history of tinnitus and 
dizziness and the findings of nystagmus and deafness. Specialist advice may 
be needed here also. The other conditions listed should receive appropriate 
medical, surgical or orthopedic treatment. In acute stiff neck, spraying the 
skin on the affected side with ethyl chloride for 30 to 40 seconds is often 
dramatically successful. The skin should be reddened but not frozen. 


DUE TO C.N.S. DISEASE 
Torticollis from disease of the central nervous system is usually part of a 
more widespread disturbance of function. After poliomyelitis asymmetrical 
paralysis of the cervical muscles may cause head tilting but the history and 
the presence of flaccid paralysis of other muscles usually make the diagnosis 
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clear. In the very rare condition, dystonia musculorum deformans, or torsion 
spasm, there are histological changes in the basal ganglia and the patients 
suffer intermittent attacks of muscular spasm which produce gross dis- 
placement of the limbs and spine, including torticollis. Such pathological 
changes may follow epidemic encephalitis but they are believed to be 
genetically determined in many cases. The diagnosis is usually apparent 
from the clinical picture but there is no satisfactory treatment. Head tilting 
in spinal and cerebellar tumour is usually a minor physical sign rather than 
a presenting symptom. 


SPASMODIC TORTICOLLIS 

The most important, distressing and persistent form of torticollis occurs 
in the adult and is called spasmodic torticollis although in the later stages 
it may be quite unvarying during waking hours. The disorder usually starts 
between the ages of 25 and 50 and consists of recurring attacks of irregular 
clonic or tonic contraction of the neck muscles which cause intermittent 
rotation, lateral flexion or extension of the head. The deformity is some- 
times constant but it often varies from time to time. Grimacing, blepharo- 
spasm and limb tremor may also be present. 

The onset is usually gradual and there may be periods of remission, and 
occasionally even spontaneous recovery may occur, but as a rule the con- 
dition becomes more persistent and eventually may be unvarying except in 
sleep. At this stage the patient’s distress is increased by constant aching 
muscular pain. Electromyographic and clinical studies by Herz and his 
colleagues (1949a,b) have shown that all the cervical muscles are involved 
to some extent and they believe that spasmodic torticollis is a form of 
dystonia resulting from organic disease of the basal ganglia. This suggestion 
is supported by the pathological findings (Alpers and Drayer, 1937) in the 
rare cases which have come to necropsy, although the exact cause of the 
lesions is still uncertain. They concede that in a few cases, especially those 
of sudden onset, the condition may be hysterical, but in their series of 43 
patients they concluded that psychological factors at the onset of the illness 
were not of major importance. Although the basic personality pattern was 
abnormal in half their patients, they found no correlation between the 
degree and course of the torticollis and the amount of psychological dis- 
turbance present. 

Treatment for this condition is most unsatisfactory. From 30 to 40 per 
cent. of patients improve or remit spontaneously, even after years of illness 
(Rynearson and Woltman, 1932). For the remainder there is no evidence 
that drugs, physiotherapy, or neck braces are of any real benefit. Psycho- 
therapy may help the hysterical variety but in the rest seems quite ineffec- 
tive, even when leucotomy has been tried (Poppen and Martinez-Niochet, 
1951). A variety of surgical measures has been used, including section of the 
spinal accessory nerves and of the upper cervical nerve roots, together with 
extensive myotomy of the neck muscles, but the results are poor. Both 
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Putnam et al. (1949), with 18 patients, and Poppen and Martinez-Niochet 
(1951), with 36 patients, performed extensive and often mutilating opera- 
tions but had to admit failure in nearly half their patients. In the remainder 
they obtained varying degrees of improvement, at the expense of some 
disability through weakness, but no cures. 

The outlook for these unfortunate patients is indeed gloomy. 


D. TAVERNER, M.B.E., M.D., F.R.C.P. 


Reader in Medicine, University of Leeds; 
Hon. Consultant Assistant Physician, General Infirmary, Leeds 
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NOTES AND QUERIES 


Poliomyelitis Immunization 


Query.—I have some American families under 
my care at present. Some Salk vaccine has been 
imported for their use and I should be grateful 
for answers to the following questions: 

(1) What is the best age to immunize the 
newborn against poliomyelitis? 

(2) If vaccination against smallpox and im- 
munization against whooping-cough, diph- 
theria and tetanus have already been under- 
taken what interval of time, if any, is required 
before anti-poliomyelitis measures are given? 

(3) If anti-poliomyelitis injections have pre- 
viously been given (say, two years ago) but the 
second injection was not administered, how 
does one proceed now to effect thorough 
protection? 

Rep.ty.—{1) The optimum age for immuniz- 
ation against poliomyelitis is unknown, al- 
though recent information from American 
sources suggests that infants may be immunized 
successfully at any time during the early months 
of life. Brown and Smith (7. Amer. med. Ass., 
1956, 161, 399) investigated the poliomyelitis 
antibody responses of infants, many of whom 


received diphtheria-tetanus-pertussis (‘triple’) 
prophylactic at the same time as the polio- 
myelitis vaccine. Primary responses to the 
vaccine in infants six months of age and 
younger were satisfactory, and secondary re- 
sponses to a boosting dose six months after the 
first injection were as good as in pre-school 
children. Salk (Amer. ¥. publ. Hith., 1957, 47, 1) 
mentions similar studies, shortly to be reported, 
and comments that ‘to keep the issue clear, most 
physicians prefer to administer the two vaccines 
either at different times or into separate sites’. 
Further particulars are awaited. 

(2) At present it is suggested that an arbitrary 
interval of three weeks might separate vacci- 
nation against poliomyelitis from other im- 
munizing procedures. Perhaps, at some future 
date, two doses of poliomyelitis vaccine might 
be given before injections of triple prophylactic, 
thus obviating the very slight risk of the de- 
velopment of an associated poliomyelitis after the 
triple preparation (Lancet, 1956, ii, 1223). 

(3) It is unwise to assume more than a basic 
immunity after an incomplete primary course 
of poliomyelitis vaccine two years ago. At all 
events a single further injection should suffice 
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to give thorough protection for 1957, and it 
might also be advisable to administer one more 
injection (the third) early in 1958. 

H. J. ParisH, M.D., F.R.C.P.ED. 


Agar as a Laxative 


Query.—I was very interested in certain points 
made in Dr. James Ronald’s article on ‘Laxa- 
tives and Aperients’ in the January number of 
The Practitioner, and in particular his reference 
to the use of agar-agar ‘versus’ liquid paraffin. I 
find that the shredded form of agar is 40s. per 
Ib. and is somewhat unpalatable. Apparently, 
the National Formulary emulsion of liquid 
paraffin and agar was withdrawn during the 
war (presumably because agar was then un- 
obtainable), and has never been replaced. 
The proprietary preparations containing liquid 
paraffin and phenolphthalein in emulsion with 
agar (‘agarol’ and ‘petrolagar’) cost the N.H.S. 
twice as much as emulsion of liquid paraffin and 
phenolphthalein alone; a sixteen-ounce bottle of 
‘agarol’ costs 5s. as compared with 2s. 6d. for 
emulsion of liquid paraffin and phenolphthalein. 
I expect many practitioners prescribe large 
amounts of the latter; indeed, the consumption 
up and down the country must be very con- 
siderable and, as the ‘laxative proportion’ of 
the country’s drug bill, it must constitute the 
largest part. 

I am wondering if Dr. Ronald feels that the 
expense and unsatisfactory preparations of 
agar, which of itself has the advantages which 
he mentions, should persuade us to keep it for 
selected cases, and leave the largest numbers of 
patients on emulsion of liquid paraffin and 
phenolphthalein. On the other hand, it might 
be a good idea if the joint formulary committee 
could restore emulsion of liquid paraffin and 
agar to the National Formulary. 


Rep.ty.—Your correspondent is quite correct. 
Agar was withdrawn from the N.F. preparations 
during the war as it was needed for bacterio- 
logical preparations and it has never been re- 
placed. Nearly all the proprietary preparations 
contain phenolphthalein. Agar itself in flaked 
form is rather like bran, and I agree is slightly 
unpalatable, but it is easily taken in teaspoonful- 
doses in moist food, for instance stewed fruit, 
and this overcomes the snags. It can also be 
taken as a powder sprinkled on bread and butter 
and covered with jam, but this is not quite so 
effective as the flaked form. 

In my opinion there is a place for these 
relatively inert water-holding materials as they 
are much less irritating than most laxative 
substances, but they are not entirely free from 
the possibility of producing irritation or 
flatulence. Other possibilities rather than agar 


include carrageen (Irish moss), Karaya gum, 
bassorin and psyllium. I did not mention these 
in the article as otherwise it would have become 
a mere list of drugs. A further possibility is 
the use of methyl cellulose. This, like agar, is 
completely inert. It has been used successfully 
in the United States and has been reintroduced 
here recently. Its relative failure in this country 
is due to the difference in social habits between 
the Americans and ourselves. They drink con- 
siderably larger amounts of fluid and this is 
essential if the cellulose is going to swell and 
increase fecal bulk. 

I do not think there is any doubt, however, 
that, as your correspondent mentions, the 
largest number of patients in this country are 
likely to remain on emulsion of liquid paraffin 
and phenolphthalein. On the whole it is not too 
unsatisfactory and it certainly has the benefit 
of cheapness. Nevertheless, I do not consider 
that it is entirely satisfactory from a physiological 
point of view though it is perfectly adequate for 
an occasional laxative. I would certainly wel- 
come it if the joint formulary committee would 
restore the paraffin and agar emulsion since 
basically it is the most satisfactory. From a 
purely practical point it is slower in action than 
the ones with an added irritant, and modern 
life demands quick results, so that the poorer 
one might easily be more popular. 

JAMES RONALD, M.D., F.R.C.P.ED. 


Brocq’s Pseudopelade 


Query.—lIn the February issue of The Practi- 
tioner (p. 251) it is stated that the pseudopelade 
of Brocq is a doubtful entity. What are the 
supposed causes and are there any suggested 
lines of treatment? 


Rep_y.—Pseudopelade-like sclero-atrophy may 
be due to folliculitis decalvans, scleroderma, 
lupus erythematosus, lichen planus, lichen 
planopilaris and Graham Little’s syndrome. 
Degos and co-workers (Ann. Derm. Syph. 
(Paris), 1954, 81, 5) studied 100 cases of patchy 
cicatricial alopecia of pseudopeladic type in 
order to assess the relationship between these 
diseases and Brocq’s pseudopelade. Contrary to 
Brocq, they came to the conclusion that pseudo- 
pelade is only a part of various dermatoses and 
is not an entity. They suggest the term pseudo- 
peladic state. Nevertheless, there seem to be 
occasional cases of progressive cicatricial 
alopecia in an otherwise healthy scalp. 

The treatment should be that of any under- 
lying disease, such as lupus erythematosus or 
lichen planus. Otherwise, if a folliculitis is 
present, an antibiotic can be tried locally and 
internally, or a sulphur and oil of cade oint- 
ment. Unfortunately, however, it is mot 
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possible to restore the hairs whose follicles have 
been destroyed. 
E. W. Prosser THOMAS, M.D. 


Mille- Equivalents 


Query.—What is the meaning of mille- 
equivalent in relation to the estimated quantity 
of, for example, serum sodium? How is the 
mille-equivalent estimated from the ordinary 
figures in milligrams? 


Repiy.—Literally, mille-equivalent means one- 
thousandth the equivalent weight of a substance. 
The equivalent weight of any substance is that 
weight of it which will combine with, or dis- 
place, one gramme-atom of hydrogen. The 
mille-equivalent weight therefore is that weight 
of the substance which will combine with or 
displace one milligram-atom of hydrogen. Con- 
centrations of the electrolytes, sodium, potas- 
sium, chloride, bicarbonate and protein, in 
plasma .are expressed in mille-equivalents per 
litre, because then any fluctuations in concentra- 
tion when expressed in mille-equivalents (mEq.) 
are quantitatively equal to one another. For 
example, a decrease of plasma sodium of 10 
mEq. per litre associated with a drop in plasma 
chloride of 10 mEq./I. suggests a loss of sodium 
and chloride in equal quantities. If this were 
expressed as mg.%, a decrease of plasma sodium 
of 23 mg.% would be paralleled by a drop of 
plasma chloride of 35.5 mg.%. In other words, 
whilst 1 mg. of sodium is not in any way 
equivalent to 1 mg. of chloride or potassium, 
etc., one mEq. is equivalent to one mEq. of 
any other ion. 

Calculation of mEq./\. from mg.% :— 

Concentration of mg.% 10 = concen- 

tration in mg. per litre. 

Concentration in mg./litre * valency 
<a Con- 





Atomic weight 
centration in mEq./I. 
Examples :— 
(1) Observed concentration of sodium 330 
mg.% 


330 10 I 

Concentration in mEq,./1. = 
23 
= 143-5 
(2) Observed concentration of calcium 
10 mg.% 

10 X10 X2 

Concentration in mEq./1. = ———————- 5 


40 
In the case of bicarbonate the carbon dioxide- 
combining power of the plasma as estimated is 
the sum of carbonic acid and bicarbonate ex- 
pressed in volumes %. To convert this to 
mEq./l. the concentration in volumes% is 
divided by 2.22. 


The concentration of protein is usually ex- 
pressed in grammes %. To convert this to 
mEgq./l. multiply by 2.43. 

W. H. H. MERIVALE, M.B., M.R.C.P. 


Health Hazards in Hemp 


Production 

Query.—aAs a medical officer to a firm which 
produces hemp on a large scale, I am anxious 
to obtain information on the possible deleterious 
effects of the considerable quantity of fine fibre 
dust produced during processing of the original 
abaca fibre. The process consists of three 
stages: (1) decortication (wet), (2) over drying, 
and (3) mechanical brushing of separated dried 
fibre. This last stage is the very dusty process 
which almost turns one’s hair ‘white’ after a 
shift’s work. 

Have there been any reports, or what is the 
possibility of development, of a_ condition 
similar to byssinosis in cotton workers? What 
measures are recommended? 

Rep_ty.—There is evidence that dust emitted 
during the handling of hemp can cause a disease 
similar to byssinosis which occurs among cotton 
workers. Byssinosis has a characteristic history 
of chest tightness and breathlessness on Mon- 
days or on the day of return to work after an 
absence. The worker recovers completely on the 
next day but as the disease progresses the symp- 
toms occur on other days as well as Mondays. 
Byssinosis usually takes many years to develop. 

Measures recommended are:—(1) Periodical 
medical examination of those at risk, and re- 
moval from the dust of any showing progression 
of symptoms. (2) Removal from dusty processes 
of any suffering from other chronic chest 
diseases. (3) Dust must be controlled by enclos- 
ing processes, by locally applied exhaust ven- 
tilation or other suitable methods. Respirators 
should be used only when the dust cannot be 
adequately controlled. 

R. S. F. SCHILLING, M.D., D.1.H. 


A Tale of Gin 
Mr. C. D. Homes, B.Pharm., Ph.C., M.P.S., 
writes: Might I suggest that a better substitute 
for ‘gin’ than that suggested by Dr. C. A. 
Clarke in the January issue (p. 38) is: 

Rectified spirit 2 fluid oz. (57 ml.) 


Oil of juniper 6 minims (0.4 ml.) 
in a 24 oz. (680 ml.) mixture 


One of the advantages of this prescription is 
that it is extremely cheap ‘to the community’, 
since alcohol is little dearer than distilled 
water, the price being due to the duty. This last 
is paid into the Treasury and, with the writing 
of the prescription, it merely passes from one 
government department to another and not to 
the pharmacist. 
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PRACTICAL NOTES 


Meprobamate in Rheumatism 


Because of its muscle-relaxing action on vol- 
untary muscle, R. T. Smith and his colleagues 
(Fournal of the American Medical Association, 
February 16, 1957, 163, 535) have investigated 
the effect of meprobamate in 252 ‘rheumatic 
patients who had a predominance of fibrositic 
symptoms’. The dosage was 400 mg. three or 
four times a day, reduced to 200 mg. three or 
four times a day ‘if any evidence of mild or 
moderate intolerance or intoxication was ob- 
served’. Satisfactory relief of muscle stiffness or 
pain was achieved in 83.3% of cases. Patients 
with fibrositis ‘responded exceptionally well’. If 
the initial dose was taken thirty to sixty minutes 
before getting up in the morning, ‘most patients 
were able to start their activity with practically 
no evidence of fibrositic symptoms’. No serious 
side-effects were encountered ; the most common 
was drowsiness, and in 14 cases treatment had 
to be discontinued because of its persistence. In 
many cases this sedative action proved benefi- 
cial, ensuring a good night’s sleep. Treatment 
had also to be stopped in five patients because of 
‘sluggishness of the small intestine’, in one 
patient because of activation of a duodenal ulcer, 
and in one patient each because of nausea, 
nausea and vomiting, and a combination of 
exhaustion, over-stimulation and rash. 


Prolonged Therapy with 
Phenylbutazone 


Tue effect of prolonged therapy with phenyl- 
butazone has been studied by W. C. Kuzell and 
his colleagues (New England Journal of Medicine, 
February 28, 1957, 256, 388). The series con- 
sisted of 100 patients, including 60 with rheuma- 
toid arthritis and 23 with ankylosing spondy- 
litis, who were on continuous phenylbutazone 
therapy for periods ranging from 1 to 44 years. 
The daily dosage varied from 100 to 600 mg., 
being usually between 300 and 400 mg. One 
patient died from hemorrhage from a duodenal 
ulcer while taking phenylbutazone and hydro- 
cortisone, and another patient discontinued 
treatment because of a duodenal ulcer. Two 
patients developed agranulocytosis, but both 
were able to resume treatment with phenylbuta- 
zone. Other side-effects encountered included 
rash (3 cases), fluid retention (8 cases), stomatitis 
(5 cases), indigestion (15 cases), vertigo (2 cases), 
purpura (2 cases). A complete blood examina- 
tion, with tests of hepatic function, was carried 
out on 50 of the patients at the end of the 





investigation and ‘gave no evidence of hemato- 
logic or hepatic damage attributable to pro- 
longed medication’. From the therapeutic point 
of view, it is reported that 90% of the patients 
‘maintained their original favourable response’ 
to phenylbutazone. 


Nystatin in Monilial Vaginitis 
SATISFACTORY resulis are reported by A. D. H. 
Browne (Journal of the Irish Medical Association, 
March 1957, 40, 86) from the use of nystatin in 
the treatment of monilial vaginitis. In a series of 
25 cases, 13 of whom were pregnant, all were 
rapidly relieved of their symptoms—within 
twenty-four hours in most cases. Relapse oc- 
curred in five of the pregnant patients at in- 
tervals ranging from a week to a month after the 
completion of the course of treatment. All 
responded quickly to a second course, and only 
one required a third course. The course of 
treatment consisted of the insertion of one 
vaginal tablet, containing 100,000 units of ny- 
statin in lactose, every morning and evening for 
one week. Subsequent experience is said to have 
shown that one tablet daily for five days is suffi- 
cient in some mild cases. 


Postoperative Vomiting 


PROMETHAZINE and chlorpromazine reduce the 
incidence of postoperative vomiting by 50%, 
according to R. Burtles and B. W. Peckett 
(British Journal of Anesthesia, March 1957, 29, 
114), who have investigated the problem in a 
series of 2,528 cases at the Middlesex Hospital. 
Promethazine or chlorpromazine was incorp- 
orated into the premedication in 25 to 50 mg. 
dosage, usually the latter, either orally two to 
four hours preoperatively, or intramuscularly 
with the routine premedication one hour pre- 
operatively. Promethazine was found ‘preferable 
to chlorpromazine as the undesirable side- 
effects of the latter were to a great extent avoided 
without any loss of anti-emetic action’. For 
routine use their ‘choice of premedication to 
reduce postoperative vomiting and retain satis- 
factory sedation is promethazine 50 mg., pethi- 
dine 50 mg., scopolamine 0.2 mg. by injection’, 
but they believe that ‘there is scope for the use 
of other premedicants depending on the age and 
sex of the patient and the type of anesthetic to 
be administered’. The view is expressed that ‘if 
care is taken in assessing the patient an accurate 
estimate of the possibilities of vomiting can be 
made but there will always be about 10% of 
people who will be unexpectedly sick’. 
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Oxyphenonium Eye-Drops 


‘OXYPHENONIUM is a Satisfactory substitute for 
atropine, particularly in patients showing con- 
tact-irritation to atropine and other atropine 
substitutes’, according to M. J. Roper-Hall 
(British Journal of Ophthalmology, April 1957, 
41, 238). This conclusion is based upon the 
experience obtained in the treatment of 57 
patients, 39 of whom had previously shown 
irritation to atropine or some other mydriatic. 
The formula of the eye-drops was as follows :— 


Oxyphenonium 1.0% 
Sodium chloride 0.75% 
Benzalkonium chloride 1/500: 
Distilled water to 100.0% 


Oxyphenonium proved satisfactory in 45 cases, 
uncertain in nine, and had to be withdrawn 
because of discomfort in three. Treatment had 
been maintained for more than two months in 
14 patients (some of these had been under con- 
tinuous treatment for over four months), and for 
more than one month in 26 patients. In no case 
did ‘an irritation occur with a clinical appearance 
similar to that with atropine, and experience 
suggests that oxyphenonium is less likely to 
produce irritation than the other older atropine 
substitutes’. 


Anti-Rabies Treatment 


ALTHOUGH the chances of rabies being con- 
tracted in this country are unlikely, the Ministry 
of Health is receiving inquiries from individuals 
newly arrived in this country from an area where 
rabies is endemic, who have been notified that a 
particular dog with which they have been in 
contact has been suspected of being rabid. A 
review of the ‘indications for anti-rabies treat- 
ment’ has therefore been published in the 
Monthly Bulletin of the Ministry of Health 
(March 1957, 16, 34). Before advising treatment 
it should be ascertained that the attacking 
animal did have rabies. The degree of contact 
between patient and animal should be estimated, 
and the site of the wound, or abrasion, and the 
degree of penetration, if any, should be investi- 
gated. Further, the condition of the animal at 
the time of the incident should be determined, 
particularly in relation to the onset of rabies or 
the death of the animal. 

The object of treatment is to develop im- 
munity in the patient as soon as possible. This 
is done by giving 14 to 21 daily injections of 
vaccine, together with injections of hyperim- 
mune serum on the first and second days. The 
latter gives protection during the three weeks 
which it takes before antibodies to the vaccine 
are demonstrable in the blood. Hyperimmune 


serum and anti-rabies vaccine can be obtained 
in this country through the Public Health Lab- 
oratory Service at Colindale, Liverpool, New- 
castle and Cardiff. Advice as regards treatment 
can also be obtained from these centres. 


‘Melarsen’ in Trypanosomiasis 


SATISFACTORY results are reported by G. C. 
Butler, A. J. Duggan and M. P. Hutchinson 
(Transactions of the Royal Society of Tropical 
Medicine and Hygiene, January 1957, 51, 69) 
with the use of ‘melarsen’, a pentavalent arseni- 
cal, in the treatment of 292 cases of 7. gambiense 
infection in Nigeria. Of these patients, 244 were 
followed for at least two years, and the results 
are compared with a series of 222 patients 
treated with either suramin and tryparsamide, or 
pentamidine and tryparsamide. In early pre- 
viously untreated cases all forms of treatment 
gave an equally high rate of cure: e.g. 96% with 
‘melarsen’, 91 % with suramin and tryparsamide, 
and 78% with pentamidine and tryparsamide. 
In the treatment of advanced cases, however, 
‘melarsen’ proved considerably more effective 
than the standard courses containing tryparsa- 
mide: e.g. 63% cured with ‘melarsen’, 38% with 
suramin and tryparsamide, and 11% with pen- 
tamidine and tryparsamide. Using treatment 
courses with an individual dosage not in excess 
of 20 mg. per kg. the incidence of severe toxic 
effects was only 2.8%, and it is considered that 
this is the safe maximum dose for field use. A 
course of 12 injections each at 5-day intervals is 
advocated to reduce the possibility of evoking 
drug resistance. In the trial higher doses of 30 
mg. per kg. were used, but these should only be 
used under skilled medical supervision. The 
view is expressed that ““‘melarsen’’ has a valuable 
place in the chemotherapy of late and relapsed 
cases under field conditions where its compara- 
tively low toxicity in the prescribed dosage and 
its ease of administration make it a safe drug in 
the hands of trained assistants’. 


‘Melarsen Oxide BAL’ in 
Trypanosomiasis 


On the basis of four-and-a-half years’ expe- 
rience, F. I. C. Apted (Transactions of the 
Royal Society of Tropical Medicine and Hygiene, 
January 1957, 51, 75) reports that ‘melarsen 
oxide/BAL’ is ‘of very great value in the treat- 
ment of advanced Rhodesian sleeping sickness’. 
Of 176 cases followed for periods ranging from 
six months to four years, 58% were well at the 
time of follow up, 7% had relapsed, and 12% 
had died; the remainder were not traced. It is 
stated that of the 76 cases treated between two 
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and four years previously, about 40 who would 
otherwise be dead were alive ‘to prove the worth 
of “melarsen oxide/BAL”’ in the treatment of 
late-stage Rhodesian sleeping sickness’. The best 
results were obtained with a dosage schedule of 
two series each of three injections, separated by 
an interval of two weeks, giving a total dose of 
22.5 to 27.5 ml. Subsequently a three-series of 
injections has been introduced: 3 injections, each 
of 2.5 ml. (= 1.8 mg./kg. for an adult of 50 kg.), 
followed by an interval of one week. Then three 
further injections—3 ml., 4 ml., 5 ml. Then 
another week’s interval, and finally three injec- 
tions, each of 5 ml. The view is expressed that 
‘provided that careful attention is given to keep- 
ing dosage in line with the patient’s condition 
and with his response to treatment, the problem 
of the drug’s toxicity is not serious’. 


Heredity and Pernicious Anemia 


On the basis of the findings in 308 close relatives 
of patients with pernicious anemia, and 259 
control subjects, the following concept of the 
pathogenesis of pernicious anemia is advanced 
by Sheila T. Callender and M. A. Denborough 
(British Journal of Haematology, January 1957, 
3, 88). The gene or genes responsible produce 
their effects only in middle life. By some mech- 
anism, as yet unknown, they lead to a pro- 
gressive lesion of the gastric mucosa, the first 
detectable sign of which is achlorhydria. This is 
followed by a failure to secrete intrinsic factor 
and pepsin. The ability to absorb vitamin B,, is 
therefore impaired, the body stores of vitamin 
B,, are practically used up and the concentra- 
tion of vitamin B,,. in the serum falls. The in- 
dividual may remain at this stage for an in- 
definite period before the signs of anemia or 
degeneration of the cord appear. 

In a further study of certain inherited charac- 
ters in pernicious anemia, carried out in con- 
junction with Joan Sneath (Jbid., p. 107), no 
significant association was found between perni- 
cious anemia and the ABO blood groups, but 
when the results were pooled with those of 
several other centres there was a significant excess 
of group A. Such an excess of A, with a defi- 
ciency of group O, has been reported in car- 
cinoma of the stomach. There was a prepon- 
derance of females, the male to female ratio being 
1 : 1.5. There was a significant increase in the 
incidence of light eyes in the patients with per- 
nicious anzmia, compared with the controls. 


Hot Water Bottles 


Tue following are some of the features of a 
report on ‘Hot water bottles and other measures 
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for providing warmth: The nurse’s responsibi- 
lity for patient care’, issued by the Royal College 
of Nursing, and summarized in The Nursing 
Mirror (March 8, 1957, 104, 1669). Metal, stone 
or earthenware bottles should be used only for 
airing and warming the bed. Once the bed is 
occupied, rubber bottles should be used, and 
they should have large covers: two covers of 
flannel or one of double thickness give good 
protection and conserve warmth. A_ rubber 
bottle should be filled to three-quarters of its 
capacity by one of two methods: either from the 
tap with water of known temperature, or by 
filling a jug with boiling water and then filling 
the bottle from the jug. After filling, all air 
should be expelled, the bottle firmly screwed up 
and then inverted to test for drips, and then 
thoroughly dried. Covers should completely en- 
close the bottle, including the top, so that no 
metal part is exposed. Some training schools 
insist that there should be at least one thickness 
of blanket between the bottle and the patient. 

Reference is made to two new forms of bed- 
warming now being investigated in this country. 
One is the small oil container which is used in 
the General Hospital, Zurich. These are heated 
in a thermostatically controlled electric cabinet. 
Their advantages are that they are time-saving 
for nurses, retain their heat longer than water 
bottles, are thermostatically controlled initially, 
and are safer because permanently sealed. The 
other is the ‘bed warmer and cast drier’, which 
has replaced hot water bottles at the Montreal 
Neurological Institute. It operates by means of 
an electrically controlled air current, and is used 
for warming beds, warming or cooling patients, 
and drying plaster casts. 


Treatment of Ascites with 
Intraperitoneal PAS 


INTRAPERITONEAL PAS is claimed by J. Pieri and 
J. Casalonga (Bulletins et Mémoires de la Société 
Médicale des Hépitaux de Paris, January 25, 
1957, 73, 68) to be of value in the treatment of 
ascites, even though this be not tuberculous in 
origin. Of the 30 cases they report, five were of 
tuberculous etiology, and the results in these 
were ‘spectacular’. The others were cases of 
cirrhosis of the liver, and satisfactory results 
were obtained in just over half of them. The 
technique used was to withdraw 500 to 1000 mil. 
of the ascitic fluid and then inject 100 ml. of a 
3% stabilized solution of PAS two or three times 
a week. In three cases treatment had to be 
stopped because of the pain caused by the in- 
jection. This form of treatment proved of little 
value in advanced cases of cirrhosis of the liver. 
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Injuries of the Hand. By RoNALD FuRLONG, 
F.R.c.s. London: J. & A. Churchill Ltd., 
1957. Pp. vii and 215. Figures gg. 
Price 36s. 

Tus book, which condenses all the essentials of 
modern hand surgery into just over two hundred 
pages, in an easily readable form, is most wel- 
come. It is written by a disciple of Sterling 
Bunnell who pioneered his principles and tech- 
niques in this country in the early years of the 
1939-45 War. It is primarily intended for the 
recently initiated surgeon, although it is to be 
hoped that in the future the junior surgeon in 
most casualty departments will have a consultant 
in charge whom he can consult in cases of diffi- 
culty, as well as relying on the advice of this 
excellent little book, which is essentially prac- 
tical in its apprbdach. It does not deal with major 
reconstructive measures, except to discuss ten- 
don grafting for divided flexor tendons, but if 
good results are to be obtained from this, it is 
doubtful whether the operation should be left 
to the tyro. 

All surgeons who deal with hand surgery will 
find this book interesting. There are many new 
approaches to old problems—sorme may be con- 
troversial: (1) the use of the pneumatic tourni- 
quet for one and a half hours without releasing 
it and the application of the contour pressure 
dressing afterwards without ligature of vessels, 
(2) lighter plaster immobilization for the frac- 
tured scaphoid, (3) open reduction in all cases 
of dislocation of the semilunar bone, and there 
are many others. 

The format with its many illustrations, is 
excellent, and there is no doubt that this will 
prove to be a ‘best seller’. 


Clinical Toxicology. By S. LOCKET, M.B., B.S., 
M.R.c.P. London: Henry Kimpton, 1957. 
Pp. xii and 772. Illustrated. Price £5. 5s. 

Tue author of this book is the physician in 

charge of the barbiturate unit established by 

the N.E. Metropolitan Hospital Regional Board 
at Oldchurch Hospital, Romford. Whilst the 
unit is primarily established for the treatment 
of poisoning by barbiturates and other sedative 
drugs, it admits cases of poisoning of many 
different kinds from a wide area. It is on the 
basis of the experience gained in this unit that 
the book is written. This background gives the 
book its distinctive feature: namely, that it is 
written by a practising physician with wide 
experience of the clinical diagnosis and treat- 
ment of poisoning. In this respect it is almost 
unique, most books on toxicology being written 
by forensic medicine experts who have little 
experience of treating cases of poisoning, or 


by academic toxicologists who have even less. 

This is a wholly admirable work which will 
prove of value to all clinicians, and not least to 
the general practitioner. Both diagnosis and 
treatment are covered in the greatest detail, 
and in these days, when so many potent drugs 
are being placed in the hands of practitioners, 
it is essential that they should have a volume 
such as this by their side for quick and easy 
reference. The book concludes with a section 
on the identification and estimation of some 
common toxic substances by Dr. W. S. M. 
Grieve, the biochemist to Oldchurch Hospital, 
and one on ‘the identification and botanical 
characteristics of some of the more frequently 
encountered poisonous plants’, by Mr. S. G. 
Harrison, senior scientific officer, Royal Bot- 
anical Gardens, Kew. Dr. Locket has every 
reason to be proud of this valuable new addition 
to medical literature. 


The Pathogenesis of Coronary Occlusion. 
By A. D. MorGan, M.A., M.D. Oxford: 
Blackwell Scientific Publications, 1956. 
Pp. 171. Figures 179. Price 42s. 


As Dr. Morgan nicely puts it, ‘the search for 
the cause of atherosclerosis has often been 
reminiscent of the tale of the six blind men 
who went into the jungle to study the elephant. 
The first, encountering the animal’s trunk, said, 
“The elephant is a snake’. The second, feeling 
the leg, was sure the elephant was a tree . . .’, 
and so on. Atherosclerosis has indeed suffered 
more than most diseases from partisan attitudes. 
The author of this monograph is yet another 
partisan ; but for a concept which, though rapidly 
gaining weight among British pathologists, is 
still widely ignored or undervalued: Duguid’s 
concept of the importance of thrombosis in 
producing (as distinct from complicating) the 
stenosing type of atherosclerosis. 

The second and more important half of this 
monograph records the author’s own work on 
the subject—an accurate and finely detailed 
study of the morbid anatomy of coronary 
atherosclerosis and occlusion. He makes a con- 
vincing case for Duguid’s views. Few morbid 
anatomists will fail to learn something from this 
elegant histological analysis. And those of a 
wide circle who read it will acquire a much 
more vivid concept of a disease which is almost 
every doctor’s pigeon. (Even if one doesn’t have 
to treat it one still has a good chance of dying 
of it! Dr. Morgan reminds us of Osler’s designa- 
tion of angina pectoris as ‘morbus medicorum’, 
the doctor’s disease.) It is a pity that he has 
limited his study to the advanced stages of 
coronary disease. These stages admittedly show 








638 


clearly the importance of thrombosis and the 
incorporation of thrombus into the vessel wall 
in the development of stenosing coronary 
lesions: a very valuable gain in knowledge. But 
it still remains to be shown what local changes 
help to determine the initial occurrence of 
thrombosis; and an equally careful study of the 
earliest lesions might help towards this. 

The first half of the monograph consists of a 
review of past and present concepts of the 
causative factors in atherosclerosis. This is 
balanced and succint and will give the general 
reader a valuable orientation, although the 
specialist will find it familiar enough. It shows, 
too, that whilst Dr. Morgan has personally 
concentrated on the elephant’s legs, he is well 
aware of the animal’s general proportions. 


Clinical Use of Radioisotopes. By WILLIAM 
H. BEIERWALTES, M.D., PHILIP C. JOHN- 
SON, M.D., and ARTHUR J. SOLARI, B.S., 
M.S. Philadelphia and London: W. B. 
Saunders Co., 1957. Pp. xiii and 456. 
Figures 126. Price 80s. 6d. 

Tuis ‘text for the clinician’ is based upon the 

‘preceptorship type of training’ given at the 

clinical radioisotope unit at University Hos- 

pital, Ann Arbor. It is an interesting com- 
mentary on the rapid progression of radio- 
isotopes in clinical medicine that attendance at 
this unit is now an essential part of the under- 
graduate curriculum at the University of 

Michigan Medical School. 

There is obviously a need for a book such as 
this, but the authors have fallen between two 
stools: it is too elementary for the expert and 
yet not detailed enough for the clinician who 
may wish to use radioactive isotopes. At the 
present stage it is difficult to present a balanced 
review of the subject, but to devote more than 
a third of the book to radioactive iodine is 
scarcely justified. On the other hand, the book 
has many merits, and provides a useful collec- 
tion of knowledge on the subject up to two years 
ago. The lack of references to British work on 
the subject is typical of that found in so many 
American publications these days. It is prob- 
ably as a handbook to be studied in conjunction 
with the course run at Ann Arbor that the book 
subserves its most useful function. 


Biochemistry of the Eye. By ANTOINETTE 
PIRIE, M.A., Px.D., and RUTH VAN 
HEYNINGEN, M.A., D.Pun.. Oxford: Black- 
well Scientific Publications, 1956. Pp. 
viii and 323. Illustrated. Price 35s. 

SCATTERED in a multiplicity of journals is an 

extensive and ever-increasing literature on the 

biochemistry of the eye. The authors have 
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brought together in one volume the results of 
their own work and that of others in the same 
field. New light is thrown on the structure and 
metabolism of the vitreous illustrated by some 
excellent photographs and electromicrograms 
and there is a particularly interesting section on 
visual and other retinal pigments. In the section 
on the ocular effects of nutritional disease the 
statement is made that tobacco amblyopia occurs 
in persons who are both heavy drinkers and 
heavy smokers. Clinicians will not agree with 
this dogmatic statement as the condition is often 
found in abstainers. This is not to be taken as a 
carping criticism but we must be fair. More is 
known of the biochemistry of the lens than of 
any other ocular tissue and hence the section on 
the lens and its metabolism occupies half the 
book. The practising ophthalmologist is ever 
hopeful of the discovery of a prophylactic treat- 
ment of senile cataract or a means of treating 
established cataract when for one reason or 
another operation is denied. The metabolism of 
experimentally produced cataract is dealt with 
fully, but just as hopes are raised we meet the 
uncompromising statement that as regards senile 
cataract we know nothing about the changes in 
composition and nothing at all about the 
metabolic changes. The clinical study of oph- 
thalmology is made more interesting and fruitful 
if the biochemical processes of the normal and 
abnormal eye are understood and a further 
interest is added when, as in this book, the 
embryological development of the separate 
tissues is linked up with their biological 
processes. 

It is a stimulating book, clearly printed and, 
although highly technical, written lucidly. It 
should be on the bookshelf, having been read, 
of the biochemist and clinical ophthalmologist: 
and in the hands of every postgraduate aspirant. 


Reentgen Signs in Clinical Diagnosis. By 
IsADORE MESCHAN, M.D., and others. 
Philadelphia and London: W. B. Saun- 
ders Co., 1956. Pp. xx and 1,058. 
Illustrated. Price £7. 

Tue authors, drawing on their extensive radio- 

logical experience, have perhaps tried to bring 

too many subjects into the orbit of this book. 

There are excellent descriptions of x-ray tech- 

nique, construction and choice of x-ray appara- 

tus, and the principles of individual protection. 

The outline accounts of elementary electricity 

and magnetism are good, but histological and 

pathological descriptions seem rather out of 
place in a reference book of this type. The 
chapter devoted to cardiac radiology is out- 
standingly good. To some extent, the authors 
appear to have concentrated on some of the 
rarer types of bone disease, perhaps at the ex 
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pense of a fuller description of the more common 
conditions encountered. Although the book is 
liberally illustrated, the x-ray reproductions are 
for the most part disappointing because of their 
small scale; in future editions it might be well 
to sacrifice numbers for larger reproductions of 
better quality. The introductory diagrams of 
congenital hearts are excellent both in their 
clarity and simplicity. 

Opinion in this country will differ from that 
of the authors over the question of radiology of 
the pelvic inlet (which is probably one of the 
most dangerous positions with one of the highest 
exposures in radiography). Likewise there will 
be varied opinions over the value of the compli- 
cated calculations for pelvic disproportion and 
for cardiac measurements. 


Contemporary Rheumatology. Edited by 
J. Gosi.incs and H. VAN Swaay. 
London: Cleaver-Hume Press Ltd.; 
Amsterdam: Elsevier Publishing Co., 
1957. Pp. xix and 683. Illustrated. 
Price 95s. 

Tuis handsome volume incorporates the scien- 

tific proceedings of the Third European Rheu- 

matology Congress held at the Hague and 

Scheveningen in June, 1955. It contains 170 

articles by European and American contri- 

butors, grouped in sections dealing with rheu- 
matic fever, connective tissue, disc degeneration 
and osteoarthritis of the spine, rheumatism and 
social medicine. The last section includes many 
papers on pathology, treatment and diagnosis. 
The inevitable delay in the publication of the 
proceedings of such scientific congresses is un- 
fortunate, as much of the material included 
may be out of date, particularly reports of 
research in progress. Nevertheless this volume 
provides a comprehensive survey of work going 
on in many fields and in many countries. 

Whilst it will prove a valuable reference book 

for those particularly concerned with diseases 

of connective tissue, it also contains a wealth of 
information of great interest to the general 
physician. 


Surgery of Childhood for Nurses. By 
RAYMOND Farrow, F.R.C.S. Edinburgh: 
E. & S. Livingstone Ltd., 1956. Pp. vii 
and 314. Figures 142. Price 25s. 

Tuis is indeed an excellent book, for it fulfils its 

purpose. It is written for nurses and the author 

has a clear style whereby he is able to give simple 
explanations of the fundamental problems in 
relation to the surgical conditions of childhood. 

Each chapter shows that the nurse has a very 

definite part to play in the treatment of the child, 

and emphasis is always placed upon the practical 


side of the nurse’s problem. A lucid account is 
given of blood transfusion with special reference 
to blood grouping and the complications that 
may arise from the introduction of the Rhesus 
factor. In the chapter on trauma there is an 
excellent account of the condition of shock, its 
recognition and its treatment. In the chapter 
on face and mouth the aims of operative treat- 
ment are clearly defined, and the nurse is made 
to realize that the success of the operation is 
largely dependent upon her nursing care of the 
infant. There is an admirable account of the 
controversial subject of hiatus hernia in infancy. 

The lucid explanations that the author gives 
to problems arising in each chapter must 
stimulate and encourage the nurse to read on, 
and it also acts as a good reference book in her 
day-to-day work. 


Classics in Arterial Hypertension. By 
ARTHUR RUSKIN, M.D., F.A.C.P. Spring- 
field, Illinois: Charles C’ Thomas; 
Oxford: Blackwell Scientific Publica- 
tions, 1956. Pp. xxiii and 358. Illustrated. 
Price 72s. 

Tuts source-book collects together the out- 
standing contributions to our knowledge of 
hypertension from Czlius Aurelianus (A.D. 400) 
to Harry Goldblatt (1934). In his introduction 
Professor Ruskin goes back even further and 
quotes from Nei Ching’s “The Yellow Emperor's 
Classic on Internal Medicine’ published around 
2600 B.c. Most of the classical contributions to 
the subject are included, among them those of 
Stephen Hales, Robert Bright, Clifford Allbutt, 
Riva-Rocci and Korotkov. Brought together in 
this way they present a fascinating picture of 
how our understanding of high blood pressure 
has been acquired throughout the ages. The 
book will appeal to all clinicians, and particu- 
larly to those who are also students of the history 
of medicine. The only criticism of the book is 
of the poor standard of reproduction of many of 
the illustrations. 


NEW EDITIONS 
Pathological Histology, by Robertson F. Ogilvie, 
M.D., D.SC., F.R.C.P.ED., F.R.S.E., in its »fifth 
edition (E. & S: Livingstone Ltd., 52s. 6d.), 
originally designed for the undergraduate 
student, has been amplified and revised to meet 
the needs of the postgraduate also. With this 
object in view, and with the consolidation of 
recent pathological knowledge, it was obvious 
that changes and additions were essential in 
most sections and these have been made suc- 
cessfully. The number of microphotographs in 
colour, always a feature of this book, has been 
increased and the new illustrations maintain the 
high standard previously established. A slight 
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reduction in the size of the print has enabled 
the additional subject matter to be included 
with little increase in the size of the volume. 
The value has been enhanced by these changes 
and the book should command a wider appeal 
to all students interested in the subject. 


Hale-White’s Materia Medica Pharmacology and 
Therapeutics, by A. H. Douthwaite, M.D., 
F.R.C.P., in its thirtieth edition (J. & A. Churchill 
Ltd., 24s.), goes from strength to strength. The 
reviewer was brought up on it and still finds it 
the most frequently consulted book on his 
bookshelves. It is a masterpiece of conciseness, 
and must be one of the few medical books born 
in Queen Victoria’s day which is still in constant 
demand. Dr. Douthwaite, who has been re- 
sponsible for the last eleven editions, has ably 
coped with the difficult problem of knowing 
what to discard to make room for the new. 
‘Men may come and men may go’, but ‘Hale- 
White’ goes on for ever. 


Clinical Urology, 2 vols., by O. S. Lowsley, 
M.D., and T. J. Kirwin, M.D., in its third edition 
(Williams & Wilkins Co.; Bailliére, Tindall & 
Cox, £12 12s.) has been completely revised and 
contains much new material. It is extensively 
illustrated by a large number of most beautiful 
drawings by William P. Didusch and by many 
x-rays. Indeed, the illustrations are often of 
more value than the text. In many ways the 
book is extremely elaborate, but much of it is 
not in accordance with common practice in this 
country, as instanced in the bias towards retro- 
grade pyelography compared with the intra- 
venous method. It is surprising that in such an 
apparently comprehensive work many useful 
and common procedures are not referred to. 
The Ombredanne operation for undescended 
testis is not mentioned, nor is the Anderson 
Hynes procedure in hydronephrosis. Little or 
no credit is given to Millin for the retropubic 
operation. Indeed, one might almost think that 
this was a Lowsley operation. The treatment of 
tuberculous epididymitis detailed in the book is 
now completely outmoded and the assessment 
of the biochemical findings in enlargement of 
the prostate seems to err very much on the con- 
servative side. Is the illustration of torsion of 
the spermatic cord as it appears on page 196 an 
accurate representation? Certainly, the reviewer 
knows of no similar specimen in a museum. 

These two volumes are large, beautifully pro- 
duced and profusely illustrated. The text is un- 
doubtedly encyclopedic but is not really author- 
itative and, whilst it will be a useful addition to 
a urological library as a book of comparative 
reference, it is not likely to be useful as a stan- 
dard work for the practising surgeon, 
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Kohler’s Borderlands of the Normal and Early 
Pathologic in Skeletal Reentgenology, revised by 
Dr. E. A. Zimmer, translated and edited by 
James T. Case, M.D., D.M.R.E., in its tenth 
edition (Grune and Stratton Inc., $24.50), 
unlike its predecessor, which was a classic, is 
simply a thoroughly competent radiological 
dictionary: much more useful to us today than 
the former but lacking the inspiration of the 
teacher: the poesy of medicine. Since 1935 
radiographic technique has been greatly im- 
proved and thus many of the old line drawings 
or tracings have been replaced by actual radio- 
graphic studies. This is not always a gain 
although clearly it is when the relatively micro- 
scopic structure of bone must be displayed. 
The old tradition of printing x-ray pictures as 
reduced positive prints from actual films instead 
of as negatives as seen in everyday practice, is 
doubtless a method, the value of which will be 
argued ad infinitum. Neither form of repro- 
duction should be followed slavishly. For 
certain conditions each method has its advan- 
tages and for some lesions both types of prints 
should be shown alongside each other, particu- 
larly in the study of internal structure as 
compared with external form. 

Dr. Case is to be congratulated in converting 
the present Germanic compendium by E. A. 
Zimmer into a most valuable reference work for 
English-speaking practitioners. One misses the 
kindly, distinguished portrait of Dr. Alban 
Kohler which illuminated not only the frontis- 
piece of the earlier work. 


Behandlung Innerer Krankheiten, by Prof. Dr. 
Ferdinand Hoff, seventh edition (Georg 
Thieme, DM. 57).—Professor Hoff, aided by 
his co-workers at the University Clinic of 
Frankfurt, has considerably improved, by this 
last edition, an already well-known textbook for 
students and general practitioners. It is clearly 
written, concise, and pays due attention to the 
considerable advances made in the treatment of 
infectious diseases, due to the improved range 
of antibiotics and other chemotherapeutic 
agents, particularly of tuberculosis. The final 
chapter contains a comprehensive list of the 
most important drugs used in Germany and on 
the continent for the treatment of metabolic and 
infectious diseases. It is a most useful guide for 
the general practitioner as all relevant inform- 
ation for treatment can be looked up easily. 





The contents of the June issue, which will contain 
a symposium on ‘Allergy’ will be found on page A112 
at the end of the advertisement section. 





Notes and Preparations see page 641. 
Fifty Years Ago see page 645. 
Motoring Notes see page Ag!. 

Travel Notes see page Ags. 
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FOR OVER TWENTY YEARS 
Roche 


has been associated with the medical management of 


MYASTHENIA GRAVIS 


, P R¢ ST IG M | N ' For diag 10sis and treatment 
*‘MESTINON’ For treatment 


NOW IN _ 1957 


as a result of continuous research in the Roche labora- 


tories, another new compound has been introduced. 
| 


‘TENSILON’ 


TRADE MARK BRAND 


edrophonium chloride 


for diagnosis 


‘Tensilon’ is a short acting cholinergic compound. 
Its action is much more rapid and much shorter than 
that of ‘Prostigmin’. Used as a diagnostic test for 
myasthenia gravis it gives clear-cut results in a few 
minutes. The response to ‘Tensilon’ can also be used 
to estimate the optimum dose of ‘Prostigmin’ or 
‘Mestinon’ for a particular patient. 


‘Tensilon’ is available in ampoules of 1 c.c. containing 
10 m.g. edrophonium hloride in boxes of 6. 


ROCHE PRODUCTS LIMITED « 15 MANCHESTER SQUARE ~ LONDON W.1 
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FOR SKIN DISORDERS 






The effectiveness of 


Hydro-Adreson Gintment 


* is due to the neutral base with its liydro- 
cortisone content. 


* The ease with which it spreads and its 
freedom {tom acidity or alkalinity ensures 
that celicate healing tissue is not injured 
or irritated. 


[his special base is free from excessive greasiness. 





Hydre-Adreson (hydrecortisone free alcohol) cirtmert in 
tubes of 5 gm. or 15 gm. corcentraiions cf 4°,, (5 mg. per 
gm.), 1°, (10 mg. per gm.) and 2°5°,, (25 mg. per gm.). 


ORGANON LABORATORIES LTD. i 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON W.C.2 


Telephone : TEMple Bar 6785/6/7, 0251/2. 
Telegrams : Menformon, Rand, London. 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘CATHOPEN’ tablets each contain 125 mg. of 
sodium novobiocin and 125,000 units of potas- 
sium penicillin G. They are indicated ‘in the 
treatment of infections due to organisms sus- 
ceptible to sodium novobiocin or penicillin or 
both)’, but primarily ‘when the infecting or- 
ganisms are more sensitive to the combination of 
antibiotics than to either one alone’. Supplied in 
bottles of 16 and 100 tablets. (Merck Sharp & 
Dohme Ltd., Hoddesdon, Herts.) 


‘Co-peELTRA’ and ‘Co-HYDELTRA’ tablets contain 
5 mg. of prednisone, and 5 mg. of prednisolone, 
respectively, plus 50 mg. of magnesium trisili- 
cate and 300 mg. of dried aluminium hydroxide 
gel. They are ‘recommended’ for patients who 
need antacid therapy while receiving adreno- 
cortical steroids, in the treatment of rheumatoid 
arthritis, bronchial asthma, and certain inflam- 
matory skin diseases. Both preparations are 
supplied in bottles of 100 tablets. (Merck 
Sharp & Dohme Ltd., Hoddesdon, Herts.) 


‘HYDELTRACIN’ 0.5”, topical lotion combines 
prednisone (§ mg. per ml.) and neomycin sul- 
phate (5 mg. per ml.) ‘in a form most suitable 
and convenient for the topical treatment of many 


inflammatory skin conditions that may be 
complicated by infection’. Issued in ‘plastic 
squeeze bottles’ containing 15 ml. (Merck 


Sharp & Dohme Ltd., Hoddesdon, Herts.) 


‘SONERGAN’ tablets each contain 75 mg. of buto- 
barbitone and 15 mg. of promethazine hydro- 
chloride. They are indicated ‘as a sedative and 
hypnotic for use at bedtime in patients with 
insomnia, particularly that due to minor mental 
and emotional disturbance’ and also for use 
preoperatively and postoperatively, when ‘the 
additional anti-emetic effect of the prometha- 
zine content makes them particularly valuable. 
Supplied as sugar-coated tablets in containers 
of 50 and 500. (Pharmaceutical Specialities 
(May & Baker) Ltd., Dagenham, Essex.) 


‘STEMITIL’ brand 1-[3-(3-chloro-10-phenothia- 
zinyl)propy] ]-4-methylpiperazine dimaleate ‘has 
been found valuable for the symptomatic 
management of migraine and kindred condi- 
tions, Méniére’s syndrome and other labyrin- 
thine disorders, giddiness of other origins, and 
vomiting’. Supplied as 5-mg. tablets in con- 
tainers of 25 and 250 and as 25-mg. supposi- 
tories in boxes of 5. (Pharmaceutical Specialities 
(May & Baker) Ltd., Dagenham, Essex.) 


‘ULTRACORTEN-H’ tablets contain prednisolone, 
which ‘may be used with advantage’ to replace 


hydrocortisone in inflammatory and allergic 
conditions. Available in tablets of 1 mg. and 
5 mg. in packs of 25, 100 and 500. (Ciba 
Laboratories Ltd., Horsham, Sussex.) 


PHARMACEUTICAL NOTES 
BuRROUGHS WELLCOME & Co. announce that 
the trade mark ‘lanoxin’ is being applied imme- 
diately to their two oral digoxin products. (183- 
193 Euston Road, London, N.W.1.) 


Evi Litty & Co. Lp. announce the introduc- 
tion of ‘Suspension penicillin-V-Sulpha Lilly, 
Pediatric’, which is a ‘pleasant fruit-flavoured 
suspension’. Each 5 ml. contain 62.5 mg. of 
phenoxymethylpenicillin (penicillin V) and 
0.25 g. of total sulphonamides (equal quantities 
of sulphadiazine, sulphamerazine and sulpha- 
dimidine). Supplied in bottles to make 60 ml. 
(Basingstoke, Hants.) 


Prizer Lp. announce that ‘cortril’ hydro- 
cortisone lotion has been combined with 
neomycin sulphate ‘for the treatment of inflam- 
matory conditions where a secondary infection 
exists’. Available in two strengths (0.5°, and 1°, 
of hydrocortisone free alcohol), both containing 
0.5”, of neomycin sulphate, in 20-ml. plastic 
bottles. (137-139 Sandgate Road, Folkestone, 
Kent.) 


Warp, BLeNKINsop & Co. Lrtp. announce that 
their preparation ‘viacutan’, containing 1% 
silver dinaphthylmethane disulphonate, is now 
available in the form of an oil-in-water emulsion 
in bottles of 100 and 400 ml. (York House, 37 
Queen Square, London, W.C.1.) 


FORTHCOMING CONFERENCES 
Chronic Bronchitis will be the subject of a sym- 
posium organized by the National Association 
for the Prevention of Tuberculosis to be held 
on May 29, 1957, in the Clinical Science 
Building, York Place, Manchester 13. Full 
details may be obtained from the NAPT, Tavi- 
stock House North, Tavistock Square, London, 
W.C.1. 


Tue Eleventh Congress of the International 
Scientific Film Association will be held in 
Amsterdam, at the Royal Institute for the 
Tropics, from September 21 to 27, 1957. Full 
details may be obtained from the General Sec- 
retary, The Scientific Film Association, 164 
Shaftesbury Avenue, London, W.C.2. 


THE HARBEN LECTURES 
Harben Lectures by Professor Philip 
of Harvard University, will be 


THE 
Drinker, 
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delivered at 5 p.m. on May 13, 14 and 15, 1957, 
at the Lecture Hall of the Royal Institute of 
Public Health and Hygiene, 28 Portland Place, 
London W.1. The subject will be ‘Air pollution 
and the public health’. 


FILM NEWS 

People Apart (16 mm. and 35 mm., sound; 
running time 35 minutes) was made for the 
British Epilepsy Association ‘to give the public 
the facts about epilepsy’. Available on loan at a 
cost of £2 (16 mm.) or £4 (35 mm.) upon appli- 
cation to the General Secretary, British Epilepsy 
Association, 27 Nassau Street, London, W.1. 


NEW JOURNAL 

Living Conditions and Health is a quarterly 
journal published by the World Congress of 
Doctors for the Study of Present Day Living 
Conditions. It appears in identical form in Eng- 
lish, Chinese, German, Russian and Spanish. 
The British representatives on the Editorial 
Committee are Dr. P. D’Arcy Hart, Professor 
iL. S. Penrose and Dr. A. Stewart. The annual 
subscription is 26s. (7s. 6d. per copy). Orders for 
the English edition may be sent to: Dr. Anthony 
Ryle, The Caversham Centre, 25 Caversham 
Road, London, N.W.5. 


THE COST OF DRUGS 

Tue following are the three main provisions of 
the scheme accepted in principle by the Govern- 
ment for regulating the prices of the 4000 pro- 
prietary preparations which fall into the cate- 
gories of drugs prescribable for National Health 
Service patients. (a) The price in the United 
Kingdom will not exceed that which the product 
commands abroad. (b) In the case of a product 
which is not exported, its price in the United 
Kingdom shall not exceed that of the identical 
non-proprietary standard drug if such exists. 
(c) If neither of these two criteria can be applied, 
then the price shall be determined by a detailed 
formula comprising an ingredient allowance 
based upon recognized trade prices and pro- 
cessing and packaging allowances according to a 
given schedule. 

No product will come under the scheme 
during the first three years of its life. This, in 
the words of the official statement by the 
Ministry of Health and the Department of 
Health for Scotland, ‘will give opportunity to 
recover a reasonable share of development costs, 
and allow the product to settle down’. 


MULTIPLE SCLEROSIS MORTALITY 
THE first international statistics on mortality 
from multiple sclerosis to be published by the 
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World Health Organization, and which cover 13 
European and 7 non-European countries for 
1952-54, show that the highest mortality rates 
(per 100,000 population) are in Scotland—3.o 
for men and 3.4 for women. The corresponding 
figures for England and Wales are 1.4 for men 
and 2.1 for women. Comparably high figures are 
reported from France—3.1 for men and for 
women, but in Australia the rates are only o.5 
for men and 0.9 for women. The figures for the 
United States are intermediate—o.g for men and 
1.0 for women, whilst the lowest figures of all 
are those from Japan—o.1 for both men and 
women. 


LOW INCIDENCE OF INFLUENZA 
ACCORDING to a report issued by the World 
Health Organization at the end of March, there 
had been no important epidemic of influenza in 
the Northern Hemisphere during the winter of 
1956-57. The only widespread epidemic was in 
Japan: this was of a mild type and affected 
mainly school children. In Western Europe and 
North America there were localized outbreaks in 
Belgium, Austria, Poland, England and the 
United States. In England, deaths from influ- 
enza and pneumonia have been unusually low 
for the season. 


MASS RADIOGRAPHY 

FiGuREs just released by the Registrar General 
show that of the 1,547,560 examinations made 
by mass radiography units in England and Wales 
during July to December 1954, there were 3,366 
cases of tuberculosis requiring treatment or 
clinic supervision, and 1,009 cases with intra- 
thoracic growths. 


GENERAL PRACTITIONER UNITS 
ACCORDING to the Minister of Health, at the end 
of 1955 there were 6,714 general hospital beds 
and 2,670 maternity beds available in general 
practitioner units in England and Wales. 


A NURSING PROBLEM 
IN 1956, approximately 20,000 girls began train- 
ing for admission to the register of nurses or the 
roll of assistant nurses. In the same year approx- 
imately 8000 withdrew. According to the Mini- 
ster of Health, ‘the chief reasons for withdrawal 
were unsuitability and marriage’. 


ACCIDENTAL DEATHS 
As from the beginning of this year it is proposed 
to publish figures of deaths from accidents in 
England and Wales monthly. The total number 
of deaths from accidents registered in January 
1957 was 1,377. Of the 730 deaths from home 
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Penicillin V 
tablets 


*PENAVLON’ V is the I.C.1. trade name for penicillin V, now rapidly 
becoming established in the field of oral penicillin therapy. 

This acid stable form of penicillin is rapidly and efficiently 
absorbed, giving consistent and reliable blood levels. In these 
respects it is superior to other oral penicillin preparations, and may 
be relied upon to replace treatment by injection in a large number 
of cases. 

‘Penavion’ V is presented as bisected tablets of the calcium 
salt of penicillin V, in a strength containing the equivalent of 
120 mg. free acid. Packs of 15, 100 and 500. 


IMPERIAL CHEMICAL INDUSTRIES LIMITED 
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accidents, 481 were due to falls. There were 413 
deaths from road accidents, 219 of which were 
of pedestrians. Deaths due to other transport 
accidents numbered 51. Of the 1,377 deaths, 97 
were of children under 15 years of age, and 766 
were of persons aged 65 or over. 


INADEQUATE TUBERCULOSIS 
CONTROL 

(N a review of the 224 deaths from tuberculosis 
in Birmingham in 1955, M. M. Singh and J. 
Morrison Smith (Tubercle, 1957, 38, 129) found 
that there had been a failure of notification until 
after death in 14 cases, and a further failure to 
notify at all in 36 cases. Nearly a third of the 
patients had received no chemotherapy at all, 
and of those who had received such treatment a 
third had received it for less than three months. 
That improvement in early diagnosis is possible 
is suggested by the fact that 35 patients died 
within twelve months of notification: 30 of these 
were over 45 years of age. 


POISONING FATALITIES IN 1955 
IN 1955, there were 727 deaths by suicidal 
poisoning in England and Wales: 331 men and 
396 women. The great majority of these deaths 
(595) were due to the taking of analgesic and 
soporific substances, barbituric acid and its 
derivatives being the most lethal of all. Aspirin 
was responsible for 141 deaths. Amongst ‘other 
solid and liquid substances’ responsible for 
suicidal deaths, cyanide headed the list, being 
responsible for 26 deaths; lysol came next and 
was responsible for 17 deaths. 

The number of deaths from accidental 
poisoning was 321, practically 9°, (28) occurring 
under the age of 15 years. Barbituric acid and its 
derivatives again headed the list, being re- 
sponsible for 192 of the deaths, followed by 
aspirin and salicylates which were responsible 
for 31 deaths. 


ADDICTION TO TRANQUILLIZERS 
THE so-called ‘tranquillizers’ must be classed as 
potentially habit-forming, according to the 
World Health Organization committee on addic- 
tion-producing drugs. Not only can they pro- 
duce habituation but, under certain conditions 
of excessive use, a characteristic withdrawal 
syndrome can be obtained. The committee 
express concern at the very rapid increase in 
these drugs in a number of countries, and 
recommend that they sbould be brought under 
national control. 


“ SYNTHETIC PENICILLIN 
It is reported from the Massachusetts Institute 
of Technology that Professor John Sheehan and 


his colleagues are developing the synthesis of 
ten forms of synthetic penicillin. Whilst these 
methods of synthesis are not likely ever to be 
cheap enough to compete with the established 
fermentation process on a commercial scale, the 
hope has been expressed that these new forms 
of penicillin may be active against organisms 
resistant to fermentation-produced penicillins 
and, possibly, against a wider range of organisms, 
There is also the possibility that the new penicil- 
lins may be less likely to produce allergic 
reactions. 


PHENACETIN ADDICTION IN 
SWITZERLAND 

PHENACETIN addiction is on the increase in 
Switzerland, according to SS. Mboeschlin 
(Schweiz. med. Wschr., 1957, 87, 123). It is 
particularly prevalent in the watch industry, 
where the average intake is said to vary between 
four and ten tablets (1 to 2.5 g. of phenacetin) 
per workman daily. Some individuals take as 
many as thirty tablets a day. In a series of 55 
cases of phenacetin addiction, there were nine 
cases of chronic interstitial nephritis—one of 
the recognized, and the most dangerous of the, 
toxic complications of phenacetin poisoning. 
Four of these cases proved fatal. The other mani- 
festations of phenacetin intoxication are a 
greyish discoloration of the skin, headache, 
nervousness and anemia. A plea is made for 
governmental control of the sale of phenacetin 
and phenacetin-containing preparations. 


PARISIAN PLUMBISM 

Two cases of lead poisoning due to the drinking 
of water in Paris are reported by R. Worms and 
his colleagues (Presse méd., 1957, 65, 177). 
One, a storekeeper aged 52, had wrist drop, and 
on examination his blood was found to contain 
60 y of lead per 100 ml. His wife was found to 
have punctate basophilia, and the lead content 
of her blood was go y per 100 ml, They drew 
their drinking water from a tap on the landing 
of the tenement in which they lived, and 
examination revealed that this water contained 
0.3 mg. of lead per litre, compared with the 
permitted maximum of 0.1 mg. per litre. The 
drinking water as supplied to Paris contains only 
0.01 mg. per litre, and the high concentration 
in the water drunk by these two patients is 
attributed to contamination in the lead pipes 
which are still used for the distribution of water 
in certain districts of Paris. 


HONEY FOR HANGOVERS 
ACCORDING to the New. York State Agricultural 
Experiment Station, a teaspoonful of honey 
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every half hour will sober a drunken person and 
put him to sleep. It is also claimed that honey 
is effective in the alleviation of a hangover 
from the night before. 


PUBLICATIONS 


The Medical Directory 1957, the 113th annual 
issue of this standard reference book, contains 
87,122 names. It is the usual reliable compen- 
dium of the profession which is now taken so 
much for granted that its regular subscribers 
tend to overlook the infinite care which is ex- 
pended in maintaining its exceptionally high 
standards. (J. & A. Churchill Ltd., price 84s.) 


The Natural Development of the Child, by 
Agatha H. Bowley, Ph.D., F.B.Psy.S., fourth 
edition.—In her introduction the author states 
that her book ‘is written primarily for the 
student who is training to be a teacher’ ; she adds 
‘it is also suitable for parents’. So it is: a doctor 
might safely recommend it to parents who 
wanted a sensible middle-course outline of a 
child’s physical, mental and emotional develop- 
ment. The many charming snapshots indicate 
the character of the book rather than illustrate 
the text. Each chapter ends with a useful 
bibliography for the guidance of the student 
teacher with an inquiring mind. (E. & S. 
Livingstone Ltd., price 10s. 6d.) 


Human Disease, by A. E. Clark-Kennedy, 
presents to the intelligent layman the back- 
ground against which he can judge the present 
position of Medicine, with its achievements and 
limitations, in relation both to himself and to 
society in general. The early chapters on the 
working of the body and mind will cause many 
doctors to ponder and remember things learnt 
in their undergraduate days. They may, never- 
theless, prove rather difficult for a layman 
without a scientific background. The same will 
not be true of the latter chapters, which deal 
with infection, neoplasia and so on, as here the 
layman is given a sensible and easily understood 
account which will help him to comprehend the 
problem without being confused and rendered 
anxious by undesirable details or misleading 
dogma. (Pelican Books, price 3s. 6d.) 


Progress Report on Birth Control, by Lella Secor 
Florence.—Factual reports on work in contra- 
ception clinics are still few, so that this report 
on a @irvey of patients registered at the Bir- 
mingha:‘n Family Planning Clinic in 1948 is 
especial]; welcome. It gives an account of the 
clinic procedure and of the methods used. So 
far as is possible, all the 1948 patients have been 
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followed up, and the failures recorded as well as 
the successes. A genuine effort is made to 
account for the failures, but some of the data are 
necessarily incomplete. Stress is laid on the 
human element in each case discussed. The book 
is recommended to workers in this field. (William 
Heinemann Medical Books Ltd., price 215.) 


Christian Essays in Psychiatry, edited by Philip 
Mairet, is a collection of papers written by 
psychiatrists and parsons in order to shed light 
on the relationship between religion and psycho- 
logy. Each essay is interesting and most of them 
are clearly biased by the psychology of Jung’s 
teaching. Naturally enough the problem of 
guilt and evil is continuously touched upon. 
But only in the last essay is the important 
matter of psychotic guilt really faced. This 
seems to arise from the fact that individual 
essays have been called for and that the editor 
has not welded his contributors into a co- 
operating whole. As an introduction for the 
layman this book has merits and it was probably 
with that end in view that the essays were 
collected. (S.C.M. Press Ltd., price 15s.) 


Toxic Hazards of Pesticides to Man, WHO 
Technical Report Series No. 114, is an admirable 
review of a problem of increasing importance. 
It will well repay careful study by general 
practitioners—especially those in rural areas— 
as well as by those interested in the more tech- 
nical aspects of the subject. (H.M. Stationery 
Office, price 3s. 6d.) 


Gastric and Duodenal Ulcer. A Modern Industrial 
Problem is the report and recommendations of a 
working party on ‘the gastric problem in in- 
dustry’ set up in 1955, under the chairmanship 
of Dr. F. Avery Jones, by the British Council of 
Rehabilitation. It is intended for ‘the guidance 
of those concerned with the welfare of those 
earning their daily living in industrial and other 
occupations’. (British Council for Rehabilita- 
tion, Tavistock House (South), Tavistock 
Square, London, W.C.1. Price 1s. 6d.) 


Eleven Lourdes Miracles, by D. J. West, M.B., 
CH.B., D.P.M., is a detailed analysis of the eleven 
cures at Lourdes which have been officially 
pronounced ‘miraculous’ since 1937. It is an 
objective study of a subject usually approached 
in a strongly partisan spirit. Whatever the indi- 
vidual reader’s reaction may be to the whole 
problem of Lourdes, the impartial medical 
reader cannot fail to be impressed by the evi- 
dence so conscientiously documented in this 
carefully compiled book. (Gerald Duckworth & 
Co. Ltd., price 155.) 
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SELF-SUFFICIENT 





On the solid foundation of consistently superior 
results, ACHROMYCIN tetracycline has won 
unqualified acceptance among doctors and 
hospitals throughout the world. So broad is 
its spectrum . . . so intensive its antimicrobial 
activity, that this is truly the self-sufficient 
antibiotic, needing no further support in 
establishing its mastery over an impressive 


range of infections. 





LEDERLE LABORATORIES DIVISION 


ACHROMYCIN’ 


*REGD. TRADE MARK TETRACYCLINE 





THE | SELF-SUFFICIENT | ANTIBIOTIC 





Capsules * Ear Solution * Intramuscular * Intravenous ° 
Ointment 3°% * Ointment (Ophthalmic) + Ophthalmic 
Powder Sterilised + Oral Suspension * Liquid Pediatric 
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THE PRACTITIONER 
Fifty Bears Ago 


‘We hold him for another Herakles, Battling with custom, prejudice, disease. As once the son of 


Zeus with Death and Hell’. 


-W. E. Henley: The Chief. 


May 1907 


THE medical profession throughout the world 
has combined to do honour to Lord Lister on 
the occasion of his completing his eightieth year, 
and THE PRACTITIONER joins fervently in the 
hope that he may live to celebrate many returns 
of a birthday so auspicious for mankind. It is 
pleasant to know that the Grand Old Man of 
Surgery is still in the fulness of his intellectual 
vigour, and is taking the keenest interest in the 
re-issue in permanent form of the writings which 
have revolutionized surgical science and ex- 
panded the art to an extent undreamed of by the 
most advanced surgeons only a generation ago’. 
Lister’s ‘Collected Papers’ were published in 
two volumes by the Clarendon Press in 1909. 
‘A short time ago’, continue ‘Notes by the Way’, 
‘a Paris newspaper invited the French public to 
vote on the question, Who was the greatest 
Frenchman of the nineteenth century? Pasteur 
headed the poll by an enormous majority, 
leaving Napoleon, Victor Hugo, and other popu- 
lar favourites far behind. One can imagine the 
result of such a vote in this country. Lister, 
beyond all comparison the greatest Englishman of 
his day, the man before whose work that of 
statesmen and generals pales into insignificance, 
would have been nowhere! Such is the fame 
that the prevention of suffering and the saving 
of life brings to the medical discoverer’. 

‘The Lancet caused a sensation some weeks 
ago by publishing a manifesto on the use of 
alcoholic beverages, signed by a number of well- 
known members of the medical profession. The 
document set forth that the signatories were 
convinced of the correctness of the opinion that 
in disease alcohol is a rapid and trustworthy 
restorative. They added that in many cases it is 
truly life-preserving, owing to its power to 
sustain cardiac and nervous energy, while pro- 
tecting the wasting nitrogenous tissues. They 
went on to express the opinion that ‘‘the univer- 
sal belief of mankind, that the moderate use of 
alcoholic beverages is, for adults, usually benefi- 
cial, is amply justified’’ . . . It is amusing, 
though not particularly edifying, to note how 
some of those who signed it immediately hast- 
ened to explain away their action when they saw 
their declaration in cold print . . . Some of the 
signatories stated that they would not have 
appended their names had they been aware that 
the manifesto was drawn up by a gentleman 


who is not of the household of medicine’. 

Six of the Original Communications this 
month are devoted to opium. I. Burney Yeo, 
M.D., F.R.C.P., Consulting Physician, King’s 
College Hospital, begins his article ‘On the Use 
of Opium in Acute and Chronic Diseases’: ‘If I 
were asked to name the best single test of the 
judgment and clinical capacity of a medical 
practitioner, I should reply that, in my humble 





Walter Ernest Dixon, O.B.E., M.D., 
F.R.C.P., F.R.S. (1871-1931). 


opinion, it would be his skill in the use of opium 
—to know when and how to give it, and when 
to withhold it’. Ralph Stockman, M.D., Pro- 
fessor of Materia Medica and Therapeutics, 
University of Glasgow, discusses “The Indica- 
tions for the Use of Opium in Acute Disease’. 
In his paper ‘Chronic Morphinism, with 
Special Reference to Treatment’, W. E. Dixon, 
M.D., Professor of Pharmacology at King’s 
College, London, states that ‘the practice of 
opium eating in the East is not necessarily a 
vicious indulgence. The drug is taken in the 
belief that it is an antidote to fevers and certain 
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other diseases, and is resorted to in much the 
same way as we resort to caffeine, or tobacco. In 
the fen districts of England, the tradition of 
taking opium to ward off malaria still exists’. 
Walter Ernest Dixon studied medicine at St. 
Thomas’s Hospital, graduated M.B., B.S. in 
1896, and in 1899 became assistant to the 
Downing Professor of Medicine at Cambridge, 
combining his duties with the chair of pharma- 
cology at King’s College, London. He was ap- 
pointed lecturer in pharmacology in 1909 and 
reader in 1919. A brilliant, dogmatic, witty, and 
stimulating lecturer and an arresting personality, 
who was like a breath of fresh air in a committee, 
he opened up many new fields of research, but 
frequently left their full exploitation to others. 
Newman Neild, M.B., Assistant Physician, 
Bristol General Hospital, and Lecturer on 
Pharmacology and Therapeutics, University 
College, Bristol, deals with ‘Hypertrophy of the 
Pylorus in Adults and its Treatment by Opium’, 
H. S. Sandifer, M.B., B.S., F.R.C.S., with “The 
Indications for the Use of Opium in Acute 
Disease’, and Arthur Bousfield, M.D., with 
‘Opium in Acute Diseases’. 

Donald Armour, F.R.C.S., Assistant Surgeon 
to the National Hospital for the Paralysed and 
Epileptic, reviews ‘Recent Neurological Sur- 
gery’. 

Eight pages are given up to book reviews. 
‘Clinical Applied Anatomy, or the Anatomy of 
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Medicine and Surgery’ by Charles R. Box and 
W. McAdam Eccles ‘has been written more or 
less upon the lines suggested by the classical 
work Rest and Pain, by John Hilton, which 
appeared so long ago as 1862 . . . we can with 
confidence recommend it to both the general 
practitioner and senior medical student as a 
thoroughly trustworthy text-book, the need of 
which hes long been felt’. ‘Notes on General 
Practice’ by S. M. Hebblethwaite ‘contain a 
heterogeneous collection of scraps, roughly 
sorted into heaps’. Comyns Berkeley’s ‘Hand- 
book for Midwives and Maternity Nurses’ is 
reviewed in most laudatory terms: ‘A very ex- 
cellent little book . . . so excellently arranged .. . 
The illustrations are excellent’. 

‘Notes from Foreign Journals’ mention the 
striking experience of Jacobi with methylene- 
blue used internally in inoperable cancer: 
‘Jacobi has had one case of cancer of the liver 
under observation for eight years, and the 
patient is still fully able to attend to his business’. 

According to ‘Preparations, Inventions, etc.’, 
Milk of Magnesia (Chas. H. Phillips Chemical 
Co.) celebrates its jubilee this year. ‘It is 
specially useful as an antacid and corrective 
for excessive acid conditions of the stomach 
and intestines, as it is free from the many 
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objections pertaining to other forms of 
magnesia’. 
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Detection and confident 
identification of retinal 
lesions demand a reliable 
ophthalmoscope, provid- 
ing even illumination 

over a wide field. 
Hamblin’s ‘G.P.’ OPHTHAL- 
MoscopPE right is a simple 
but efficient version o 

their LISTER-MORTON instru- 
ment (/eft), generally con- 
ceded as the standard 

by which ophthalmo- 
scopes are judged. 
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“A world beater’... 


Courtenay Edwards, DAILY MAIL 


From the moment of its introduction, press and 
public have acclaimed the 2.4 litre as a Jaguar 
masterpiece. Powered by the famous XK engine 
with an output of 112 b.h.p., phenomenal 
acceleration is placed at the driver’s command 
and speeds in excess of 100 m.p.h. are 
attainable with the ease and silence character- 
istic of every Jaguar. To motorists everywhere 
who demand a car of the highest quality and 
performance with compact dimensions and 
economical fuel consumption, the 2.4 litre 


Jaguar makes an irresistible appeal. 





































MOTORING NOTES 


Automatic Transmission 
By ROBERT NEIL 


‘THERE has been considerable discussion in both 
technical and lay circles regarding the pros and 
cons of automatic transmission systems, most of 
these discussions being rather inconclusive, as 
relatively few motorists have tried the various 
different methods of providing full automatism. 
During recent weeks I have had the opportunity 
of trying both the new Rover 105R and the Mk. 
VIII de luxe Jaguar. The Rover uses a fully 
automatic transmission designed and built by 
the car makers, whereas the Jaguar, in common 
with many other makes, employs the system 
built and sold by Borg-Warner. Both systems, 
of course, allow the driver to use only the ac- 
celerator and brake pedals for all normal motor- 
ing; there is no clutch pedal on either car. Al- 
though it implies a misuse of the word there are 
many motorists who feel that automatic trans- 
mission should not only perform the tasks of 
the driver, but should do so in a completely 
unobtrusive manner. Both of these systems meet 
this requirement. 


THE ROVERDRIVE 

The transmission system fitted to the Rover is 
given the name ‘Roverdrive’, and consists of a 
torque converter, a two-speed synchrormesh 
gearbox, and an automatic overdrive unit— 
actually that of Laycock-de Normanville design. 
A small manual lever is fitted with the positions: 
Reverse, Emergency Low and Drive. All normal 
motoring is done with the lever in the Drive 
position, in which the over-all ratio is 4.7 to 1, 
but this is multiplied to 10.2 to 1 by the torque 
converter when starting from rest. If the accel- 
erator is kept fully opened after starting from 
rest, normal drive will be kept in use until about 
80 m.p.h. is reached ; if, however, the accelerator 
is eased back at any speed over 30 m.p.h. an up- 
ward change in to overdrive will be done. On 
this the ratio is 3.62 to 1. The saving in fuel and 
in wear and tear that is obtained in this high 
gear can be easily appreciated. On pressing the 
accelerator beyond the normal full throttle posi- 
tion when in overdrive—at any speed between 
30 and 70 m.p.h.—direct drive will be regained 
to give optimum acceleration. 

Because of the ratios selected by the Rover 
engineers, some performance has been sacrificed, 
but this is unlikely to be noticed by the average 
driver, who instead will be very impressed by 
the smooth and effortless manner in which the 
car does its task. With a comparatively inex- 
perienced driver as passenger, and a highly 
skilled driver at the wheel, the impression could 
very easily be created that the Rover was a 
single-gear car, or else was fitted with one in- 
finitely variable gear. Readers who have had 


experience of driving any Rover will agree that 
its character is such that one feels impelled to 
drive properly and courteously; the manner in 
which the car performs its task is more important 
than performance as such. Perhaps the most 
descriptive praise that can be given for the new 
Rover transmission system is that it is com- 
pletely in character with the rest of the car. 
Although I have stressed the refinement and 
smoothness of the Rover, it must not be for- 
gotten that the 105R is capable of a maximum 
speed of over 95 m.p.h., and can be accelerated 
from a standstill to 60 m.p.h. in under 25 
seconds. And thanks to the automatic trans- 
mission this performance owes nothing to the 
skill of the driver. For many motorists, to whom 
the normal gearbox has been a slight worry, 





Fic. 1.~—The Rover 105R saleon, with fully automatic 
transmission. 


automatic transmission offers release from tiring 
and preoccupied driving. 


THE JAGUAR 
Although the latest Jaguar is a much larger and 
more powerful car—35 cwt. (1880 kg.) and 190 
brake horse power as against 31 cwt. (1575 kg.) 
and 105 brake horse power—the fitting of Borg- 
Warner automatic transmission to the de luxe 
model has in some respects modified the usual 
impression one has of Jaguars. Whilst the per- 
formance is as high as, in fact higher than, that 
of the previous Mk. VII one is not initially so 
impressed by it, as the driver does not need to 
work hard to obtain it. One particular refine- 
ment has been incorporated in the Jaguar, 
which is not usual on other cars employing the 
same transmission system. This takes the form 
of a small switch protruding from the fascia to 
the driver’s right hand, which allows the inter- 
mediate gear to be retained in use. In other 
words, the driver is given a method of over- 
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riding the automatism of the transmission. Not 
only does this allow the intermediate gear to be 
kept in use on long hills, or over twisty sections 
of road, but it allows the driver to engage this 
lower gear in anticipation of road conditions 
ahead. Without this device the car would always 
be in the highest gear when the driver’s right 
foot was released from the accelerator. Instead 
of using the kick-down provided on the throttle, 
obtained by pressing the accelerator beyond the 
full throttle position, to engage a lower gear the 
switch can be flicked across in advance. The 
instant the accelerator is pressed, after a corner 
for example, full power is applied to accelerating. 
This obviates the slight jar which can be felt 
when the kick-down is used. 

It requires but little knowledge to realize that 
with 190 b.h.p. the performance of the Jaguar 
will be outstanding. The acceleration figures 
which can be obtained are exciting in the ex- 
treme and, as on the Rover, the performance 
obtained does not require the assistance of a 
skilled driver, as would certainly apply on a car 
fitted with a normal gearbox, where seconds can 
be saved by quick gear changing. From a stand- 
still to 60 m.p.h. occupies only 12 seconds on 
the Jaguar, whilst 100 m.p.h. can be reached 
in only 36 seconds. The maximum speed is over 
105 m.p.h. Although there are still many 
motorists convinced that such speeds are both 
unnecessary and dangerous it should be remem- 
bered that with the acceleration given by the 
Mk. VIII, over 100 m.p.h. can be reached 
within a short distance. Naturally such speeds 
would be useless without brakes to match. 

Those on the Jaguar are Lockheed hydraulic, 
and as servo assistance is provided—this has the 
effect of multiplying the physical effort applied 
—maximum braking can be achieved with very 
little effort. The average lady driver would have 
no difficulty in obtaining the same braking 
figures with the Jaguar as were obtained by a 
male driver. On many cars without servo assist- 
ance this could not be so, as the greater strength 
of the male driver would produce shorter stop- 
ping distances. It might be thought that the 
high power and performance of the Jaguar 
would make the fuel consumption absurdly high, 
but this is not so. Only by driving at the highest 
possible speed all the time could the figure be 
brought as low as 15 m.p.g., whilst gentle driving 
could give 22 m.p.g. As most motorists would 
fail to resist the temptation to use the per- 
formance, the average consumption obtained 
would probably be around 18 m.p.g. This cannot 
be considered high, in view of the passenger and 
luggage accommodation. The Jaguar is one of 
the few cars in which the luggage accommoda- 
tion can be described as being in proportion to 
the passenger space: a point often ignored, as 
motorists who have been on a continental motor- 
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ing holiday with four adults in the car must have 
experienced. 


HEAVY SMOKERS 
I do not intend to interfere with the many con- 
flicting statements on the subject of smoking, 
but merely bring an interesting and useful 
fitting to the attention of readers who are still 
heavy smokers. This takes the form of an auto- 
matic cigarette lighter and server, which can be 
easily and quickly fitted to the dashboard. It 
only requires fitting with screws, and wiring to 
the fuse box, to be ready for work. Ten cigarettes 
can be held in the holder, and gravity feeds 
them down as that at the bottom is removed 
after lighting. To light the cigarette it is only 
necessary to depress a small knob on one side 
of the holder, when the cigarette is held against 
the small electrical terminal. This automatic 
lighter is nicely finished and would not look out 
of place on a car of quality. It will certainly save 
heavy smokers, who cover long distances at the 





Fic. 2.—T'ne automatic cigarette lighter in use; attached 
to the fascia where it could be used by either driver 
or passenger. 


wheel, the nuisance of searching in various 
pockets for their fuel lighter. Not the least of its 
advantages is that it should be possible to light 
and obtain a cigarette without having one’s 
attention distracted from the road ahead. 


PRESERVING APPEARANCES 

Regular readers may recall that I have from time 
to time criticized the inability of the chromium 
plating on many cars to retain its brilliance. It is 
interesting therefore to note that large manu- 
facturers are becoming increasingly interested 
in the use of stainless steel for such parts as 
radiator grills, windscreen frames and other 
trimmings. The name stainless is a slight mis- 
nomer, but this material is remarkably corrosion 
resistant. One important virtue is that, unlike 
any form of plating, the qualities of the metal 
are consistent throughout its thickness. This 
means that should it become damaged it can 
easily and quickly be restored to smooth bri!! 
iance. 
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Replacements ? 


Dunlop Tubeless every time! 


% Puncture delays virtually eliminated. + Less need for ‘topping-up’ 
% Greater resistance to impact damage. * Greater safety; greater mileage. 


Fitted as standard equipment by the majority of British car manufacturers. 


It all adds up to MORE CONFIDENT MOTORING when you fit 


DUNLOP TUBELESS 


7/108 
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Even for your 
problem patient 


It is well kmown that asthmatics and 
patients with a history of allergy are 
often sensitive to aspirin; while the 
symptoms of the peptic ulcer patient 
may be exacerbated, or haematemesis 
precipitated. Panadol may safely be 
given as a routine analgesic and anti- 
pyretic in these cases. It is far less likely 
than aspirin to cause allergic reactions 
or gastric irritation, and unlike codeine, 
Panadol is not constipating. 


PANADOL 


Trade Mark 





Contains no aspirin in any form 


Tablets, O°'Sg., N-acetyl-p-aminophenol, 
in cartons of 20, bottles, of 100, 500 and 
tins of 2,500. 


Pasic N.H.S. cost of 24 tablets: 1/11\d 


39:8 424;0@ PRODUCTS LIMITED 


Neville House, Kingston-on-Thames, Surrey 
Associated exporting company : WINTHROP PRODUCTS LTD. 











TRAVEL NOTES 


Festivals at Home 


By PENELOPE TURING 


‘THe tide of music and art festivals which sweeps 
across Europe every summer covers Great 
Britain and Eire as well as the continental coun- 
tries. Indeed one of our festivals, the Three 
Choirs, is among the oldest of them all. 

There is a great deal to be said for a festival 
holiday, and I have said some of it when writing 
about the foreign centres, but our home variety 
have special virtues of their own: shorter jour- 
neys and no currency or language complications. 


EDINBURGH 

Some of the festivals are, of course, world 
famous, and need little description. Edinburgh 
(August 18-September 7) is-one of these. No 
other festival offers so wide a choice in a setting 
of so much historic beauty. The city itself has a 
haunting quality which I have never found any- 
where else. Shadows of Mary Queen of Scots, of 
Covenanter and Jacobite, wild highlanders and 
sedate Writers to the Signet crowd the narrow 
stairs and ‘wynds’ leading off the Royal Mile, 
and fill the stiff, formal state rooms of Holy- 
roodhouse. The Festival Club in the Assembly 
Rooms has the mirrored elegance of the 18th 
century, but perhaps the most wonderful sight 
is the floodlit Castle floating, pale gold, above 
the darkness of Princes Street Gardens. 

This year the Festival includes a season of 
opera given by the Piccola Scala (Milan’s 
smaller opera house), French plays given by the 
Renaud-Barrault Company, American, English 
and Scottish plays, three ballet companies, con- 
certs by the Hallé, Concertgebouw, Bavarian 
Radio Symphony, Philharmonia, Scottish 
National and B.B.C. Scottish Orchestras, as well 
as recitals, films, exhibitions and, of course, the 
Military Tattoo. The chief difficulty at Edin- 
burgh is the matter of selection and, of course, 
getting seats for the most popular programmes. 


GLYNDEBOURNE 
For the operagoer, and especially the Mozart 
lover, Glyndebourne is something of a Promised 
Land. This year (June 11-August 13) the pro- 
grammes include Rossini, Strauss, and Verdi as 
well as Mozart. The delightful country-house 
setting with its beautiful gardens is one of its 
greatest charms, but there is no doubt that 
Glyndebourne is an expensive luxury: £5 a head 
is about the minimum cost for a seat and a good 
dinner. 
STRATFORD-ON-AVON 

Fifteen years ago I first went to the Shakespeare 


Festival at Stratford-on-Avon, and | have not 
missed a year since. I was then seventeen, and 
the little town with its fiercely proprietorial atti- 
tude to Shakespeare, the peaceful Avon and the 
austere, red brick theatre still hold for me the 
magic of an eternal April. The quality of produc- 
tions varies—I doubt whether I shall ever see 
individual performances to touch some which 
were given in the war years—but there is cer- 
tainly no better place to see the plays, and the 
Cotswolds, the Vale of Evesham and the intimate 
charm of the Warwickshire country are all 





Fic. 1.—Pitlochry Festival Theatre. 


within easy reach by car. The 1957 season 
started in April and continues until November 
30, and the plays are ‘As You Like It’, ‘King 
John’, ‘Julius Caesar’, ‘Cymbeline’ and “The 
Tempest’. 
PITLOCHRY 

Among the less famous festivals Pitlochry (fig. 1) 
has made a special place for itself and is able to 
maintain a five-and-a-half months’ season. 
(April 20-October 5). For the outdoor part of 
the holiday Pitlochry, in the heart of the Perth- 
shire highlands, is perhaps the best choice of 
all. The scenery is magnificent, there are fishing, 
boating, golf, and unlimited opportunities for 
walking and climbing, and the entertainment is 
enjoyable without demanding great intellectual 
intensity. There is a different play each night 
of the week: Delderfield’s “The Mayerling 
Affair’, Bridie’s “The Last Trump’, Travers’ 
‘Rookery Nook’, Michael MacLiammoir’s 
‘Where Stars Walk’, Priestley’s ‘Mr. Kettle 
and Mrs. Moon’ and Synge’s ‘Playboy of the 
Western World’—and the most expensive seat 
in the theatre is 1os. 6d. 


Ags 











THE 


DUBLIN AND CORK 
Dublin has its spring festival ‘An ‘Tostal’ 
May 12-26. This covers a very wide range: a 
visit of London’s Royal Ballet with Margot 
Fonteyn, an international opera season, a wide 
selection of plays by famous Irish poets and 
playwrights, and plenty of open-air events. This 
links up with the Cork Festival (May 22-June 9) 
which includes an international choral contest, 
folk dancing and a film week. There is a good 
deal to be said for basing an Irish holiday on 
these festivals, and then perhaps driving due 
west to the wilder beauties of Galway. 


from 


NORWICH 

One of the most attractive of this year’s events 
is the Jacobean Festival at Norwich (May 24- 
June 4), which is being organized by W. Nugent 
Monck, the founder and, for many years, the 
guiding spirit of the Maddermarket Theatre. 
Norwich itself with its cathedral, castle (fig. 2) 
and enchanting Stranger’s Hall is always a 
fascinating place to stay, and to the east there is 
the wonderful world of reeds and waters, birds 
and boats which make up the Broads. The 
Maddermarket is giving Webster’s ‘The White 
Devil’, and there are concerts, lectures and a 
masked ball, but the high light of the season is 
Ben Johnson’s ‘Masque of Cupid’ which will be 
given two performances on May 29 in the 
beautiful Jacobean setting of Blickling Hall. 


ALDEBURGH 
Aldeburgh, which is holding its tenth music 
festival this summer (June 14-23), has estab 
lished itself as an annual centre of chamber 
music and chamber opera. This year the pro- 
gramme is remarkably catholic. Britten’s 
‘Albert Herring’, Lennox Berkeley’s ‘Ruth’, 
T. S. Eliot’s play ‘Murder in the Cathedral’, 
concerts, recitals, lectures and wine tasting all 
find a place. 
YORK AND CHESTER 
The medieval mystery, miracle and morality 
plays were the beginnings of the British theatre, 
and two famous cycles were revived at York and 
Chester in the Festival of Britain year. Both are 
being given again this summer (York June 23- 
July 14; Chester July 15-27). In many 
these are the outstanding festival events of the 
year, a rare opportunity of seeing this early form 
of drama, with its simple faith and humour, in 
two of England’s most historic cities. At York 
the mystery Plays dating from 1350 will be given 
in the ruins of St. Mary’s Abbey, and there are 
also concerts in the Minster, poetry readings, 
musical recitals and a production of Brecht’s 
‘Caucasian Chalk Circle’. 
Chester’s twenty-four short Miracle Plays 
which go back to 1327 have been condensed to 


ways 


Ag6 





PRACTITIONER 


the compass of two evenings’ performance—‘In 
the Beginning’ and ‘The Passion’—and will be 
in the Cathedral Refectory. 


SOME OTHERS 
In Wales, the International Eisteddfod will be 
held at Llangollen from July 9-14, and the 
National Eisteddfod at Llangefni (Anglesey) 
August 5-10. 





FIG. 2.— Norwich Castle (Photograph by A. P. Cooper). 


Cheltenham, with its handsome Regency ter- 
races, which is such a good centre for the Cots- 
wolds and the Severn valley, has two festivals: 
a contemporary music one from July 11-19, and 
another of art and literature September 21- 
October 4. Worcester is the home of this year’s 
Three Choirs Festival, September 1-6. 

Another autumn event, in southern Ireland, 
is the Wexford Festival of opera, concerts, and 
films. Details are not yet available, but it will 
probably be held about the end of October. 

This list is not exhaustive, but it will show 
that there is plenty of scope for festival holidays 
in this country. 


Detailed information on the Sestivals mentioned above 
can be had from the following addresses: Edinburgh 
Festival Society Ltd., Synod Hall, Castle Terrace, Edin- 
burgh 1; Glyndebourne London Box Office, 23, Baker 
st., Wir; me eng od Memorial Theatre, Stratford-on- 
Avon; Pitlochry Festival Theatre, Pitlochry, Perthshire; 
Irish Tourist Office, 71 Regent St., W.1 (for Dublin, 
Cork and Wexford Festivals); George Wortley Lid., 4 
Charing Cross, Norwich (Jacobean Festival); Festival 
Office, Aldeburgh, Suffolk; York Festival Booking Office, 
1 Museum St., York; Booking Office, Chester Miracle 
Plays, Town Pall, Chester; Sieiedeied | ORs. Llangefni, 
Anglesey; Eisteddfod Office, L Den 
Festival Organizer, Town Hall, Che a Spa; 


coer. 
Spark & Co. Ltd., 12 High St., Worceste: ). 
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PREDICTABLE ANTACID THERAPY 
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rapidly relieves gastric pain 
safely buffers excess acid 
non-alkalising 

non-constipating 

stable, consistent and predictable 


Prodexin tablets provide the advantages of alumina buffer therapy 
without its disadvantages. The tablets are pleasant to take and when 
slowly sucked provide antacid control comparable with that obtained by 
drip therapy. Prodexin, however, does not aggravate acid secretion. 


PRODEXIN 


i xy aluminium 


c. tL. BENCARD 


Cartons of 370 singly 

wrapped t as. 

. Dispensing packs 
a+ Or" Bm. of 340 ¢ on (basi 
. <&T gm. N.H.S. cost 90) 4d.) 
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I'BLIN AND CO 
Dublin has its spring festival “An ‘Tostal’ frot 
May 12-26. This cover cr vide range 
visit of London R il Ballet with Nlargot 
Fonte ! in mternationa pera season t Vide 
selection of plavs by famous Irish poets and 
playwrights, and plenty of open-air event This 
links up with the Cork Festival (May 22-June g 
Which include ul nternational choral contest 
folk dancing and fiir veel There is a good 
deal to be ud tor | g an Irish holida 
these festiva and then perhaps driving du 
vest to the wilder beauties of Galway 
Cone ot the Mi t ittr ctl ( 1 this Ve ir’s events 


Is the Jacobear be t i] it Norwich (Nav 24 
June 4), which is being organized by W. Nugent 
NMonck, the founder and, for many vears, the 
guiding spirit of the Maddermarket Theatre 
Norwich itself with t 


and enchanting Stranver Hall is always a 


ithedral, castle (fig. 2) 
fascinating place to sta ind to the east there is 
the wonderful world of reeds and waters, birds 
and boats which 1 ke ip the Broad Ihe 
Nladdermarket is vivir Webster The White 


Devil’, and there are concert lectures and a 


masked ball rf 
Ben Johnson's ‘Masque of Cupid’ which will be 
yiven two pertort INC or Nay 2y iW the 


beautiful Jacobean setting ot Blickling Hall 


but the | h light of the season ts 


yt 
Aldeburgh hich 1 hoiding it tenth musi 
fesuval th's summer i 14-23), has 

shed itsé I innual centre t chambe 
music and hamber opera This vear the pro 
gramme 1 remarkal cathol Biitter 


‘Albert Herring’ Lenno Berkeley's Ruth 
T. S. Ehot’s play ‘Murder in the Cathedral 
concerts, recital lecture and wine tastit il 


tind a place 


i) ) {ESTER 
The medieval 1 te! miracle and morality 
plavs were the beginnings of the British theatre 
and two famous cvcles were revived at York and 
Chester in the Festival of Britain vear. Both are 
being given again this summer (York June 22 
July 14: Cheste Jul 15-27 In many wavs 


these are the outstanding festival events of the 
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vear, a rare opportunity of seeing this early form 
of drama, with its simple taith and humour, 1 
two of England’s most historic cities. At York 


the mystery Plavs dating from 1350 will be giver 
in the ruins of St. Marv’s Abbey, and there are 
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musical recitals and a production of Brecht’s 


also concerts in the poetry readings 


Caucasian Chalk Circle 
Miracle Play 


which go back to 1327 have been condensed tt 


Chester’s twenty-four short 
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the compass of two evenings’ performance In 
the Beginning’ and ‘The Passion’ 
n the Cathedral Refectory. 


and will be 


SOME OTHERS 
In Wal the International Eisteddfod wall be 
ingollen from July y-14, and the 


National Eisteddfod at Llangetni (Angles« 


FIG. 2 Norwich Castle (Photograph by A. P. Cooper) 


Cheltenham, with its handsome Regency tet 
races, Which ts such a good centre for the Cots 
wolds and the Severn valley, has two festivals 
a contemporary music one from July 11-19, and 
another of art and literature September 21 
October 4. Worcester is the home of this year’s 
Chree Choirs Festival, September 1-6 


\nother autumn event, in southern Ireland, 


is the Wexford Festival of opera, concerts, and 
films. Details are not vet available, but it will 
probably be held about the end of October. 
his list is not exhaustive, but it will show 
that there is plenty of scope for festival holidays 


in this country 


Detaile nformation on the festivals mentioned above 

e had from the following addresses: Edinburgt 
Festival Society Ltd., Synod Hall, Castle Terrace, Edin 
irgh 1; Glyndebourne London Box Office, 23, Baker 
st, W Shakespeare \Mlemorial Theatre, Stratford-on 
Avon; Pitlochry Festival Theatre, Pitlochry, Perthshire 
l Tourist Office, 71 Regent St., W.1 (for Dublin, 
Cork and Wexford Festivals); George Wortley Lid., 4 
Charing Cross, Norwich (Jacobean Festival); Festival 
Office, Aldeburgh, Suffolk; York Festival Booking Office 


Museum St., York; Booking Office, Chester Miracle 
Plays, Town Fall, Chester; Eisteddfod Office, Llangetm 
Anglesey; Eisteddfod Office, Llangcllen, Denbighshire; 
Festival Organizer, Town Hall, Cheltenham Spa; Messrs 
Spark & Co. Ltd., 12 High St., Worceste: (Three Choirs) 
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rapidly relieves gastric pain 
safely buffers excess acid 
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stable, consistent and predictable 


Prodexin tablets provide the advantages of alumina buffer therapy 
without its disadvantages. The tablets are pleasant to take and when 
slowly sucked provide antacid control comparable with that obtained by 
drip therapy. Prodexin, however, does not aggravate acid secretion. 


PRODEXIN Cartons of 30 singly 
wrapped tablets 
Dihydroxy aluminium 
Dispensing packs 

of 240 tablets (basic 
Magnesium carbonate ........ ..0°-I gm N.H.S. cost 30/4d.) 
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Save time on urine tests with... 


GLINITEST and ACETEST 


Reagent Tablets 


for the detection of Glycosuria 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute! 


Specialists, General Practitioners,Clinics and 


Hospitals in all parts of the country have 


used and prescribed * Clinitest’ Reagent 
Tablets since 1947. Many valuable hours 
have been saved. Now after tensive re- 
search work and clinical tr the makers of 


Clinitest” Reagent Tablets have produced 


*Acetest” Reagent Tablets for the detection 
of Ketonuria. With * Clinitest’ and ‘Acetest’ 
Reagent Tablets, reliable routine sugar and 





CLINITEST 


No external heating * No measuring of reagents 
Approved by the Medical Advisory Commit- 
tee of the Diabetic Association The 
*Clinitest* set, refills and accessories are all 
available under the N.H.S. on Form E.C.10 

Basi Drug Tarif? Price ) Set6o8con ple le 

Refill bottles of 36 tablets 2.4 


CLINITEST | 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards 
and clinics. Write for details and 
hospital prices 





acetone tests can be carried out simultane- 
ously in one minute! 


The advantages of 


ACETEST 


Reagent Tablets 
Quick and reliable, a single tablet provides all 
the reagents to perform a test. Low cost 
rmit is tablet test to be used as a screening 
cedure or as a routine for diabetic patients 
No danger of false positives with normal urine 
No caustic reagents 


TO PERFORM A TEST: 


§ Put 1 drop of urine on tablet. 


| 

’ 

' 

| 2 Take reading at 30 seconds. 
Compare tablet to colour 

| chart provided. 

3 Record results as negative, 
| trace, moderate or strongly 
| positive. 

; 
} 
! 
i 
| 
! 
‘ 


Supplied in bottles of 100§ 


* Acetest Reagent Tablets 


tic nitroprusside tabs.) 


* Oe imtenme* 


are also available under the 
N.H.S. on Form E.C.10 
Basic Drug Tariff price 3/10 
per bottle of 100 tablets 


(with colour scale) 





REFERENCES 
1954) ‘Clinica! Tests for Ketonuria’, 
‘Lancet’ April 17th, pp. 801/804 


(1954) Medicine Illustrated’ 
May, p. 289 


(1954) ‘Practical Clinical Biochemistry’, 
Heinemann, p. 74 


1954) ‘Clinical Tests for Ketonuria’, | 
Lancet’. July 10th, p. 95 | 


AMES COMPANY (LONDON) LTD 


NUFFIELD HOUSE, PICCADILLY, LONDON, W.I. 
Telephone: REGent 5321 














A 98 THE PRACTITIONER 
ee 


INDEX TO PHARMACEUTICAL PREPARATIONS 


Page 
Achromycin (Lederle) - - - A87 
Alasil (A. Wander) - - - AT 
Albamycin (Upjohn) - - - A42 
Amphetone (Woolley) - Aldl 


Anahemin (B.D.H.) Outside Back Cover 


Bardase (Parke, Davis) - _ ~- ATi 
Berex (Clinod Pharmaceutical) - A4S5 
Benzedrex (Smith, Kline & French) — A 102 
Boraline (Coates & Cooper) — - A25s 


Benadryl! (Parke, Davis) - - A23 
Brolene (May & Baker) Outside Front Cover 
Buscopan (Pfizer) - ~ A4l 


Butazolidin (Geigy) - ~ - A 26 
Cafergot (Sandoz Products) —- - A32 
Cathopen (Merck Sharp & Dohme)- A27 
Cerumol (Labs for Applied Biology)- A 52 
Clinitest and Acetest (Ames) — - Ag” 
Chloromycetin Cream (Parke, Davis) A 48 
Chloromycetin Ophthalmic (Parke, 

Davis) - A 50 
Codis and Solprin (Reckitt & Colman) A 107 
Cortisyl (Roussel) — A 88 
Cremalgin (West Pharmaceutical) - A69 
Daprisal (Smith, Kline & Freneh) —- A 44 
Decilderm (Duncan, Flockhart) - A 
Delfen (Ortho Pharmaceutical) - A33 
Deltacortril (Pfizer) - — A 38 and 40 
Deltalgycortril (Pfizer) - - A 39 and 40 


Deltalone ‘edeates Cassenne) - ~& 64 and - 
4 


Dipasic (Bengue) — - A 
Distaquaine V (Distillers) - -~ <Aé4 
Dramamine (Searle) - ~ - A57 


Ef-Cortelan (Glaxo) - - - A779 
Equanil (John Wyeth) A 103, 104 and 105 


Etophylate (Rona) - - - A28 
Eupinal (Cuxson Gerrard) - - Ass 
Femerital (M.C.P.) - - - A@ 
Fenox (Boots) ~ ~ - - A449 
Floraquin (Searle) - - - A6 
Furacin (Menley & James) - -~ Ad22 
Genisol and Sebigen (Genatosan) - A 76 
Guanimycin (Allen & Hanburys) - A 109 
Guttilin (Bengue) - Under 50 Years Ago 
Hyalase (Benger) — - - ~- Al8 
Hydro-Adreson (Organon) -—- A 84 


a 


Hydroderm (Merck Sharp & Dohme) A 61 


Page 
Hydrodeltalone (Ward, Cassenne 
A7l, "2, 73 and 74 
Imferon (Benger) - - A 15, is and 17 
Iso-Bronchisan (Silten) - - A3xz4 
Lanoxin (Burroughs Wellcome) - Aso 
Livox (Oxo) - - - AB 
Mandelamine Hafgrams- (Menley & 

James) - - AS6 
Mephine (Wyeth)-  —_ - ~ - A106 
Mercloran (Parke, Davis) - - Aé67 
Milltown (Lederle) - - - A63 
Neonal (Napp) - —- Under Contents 
Nepenthe (Ferris) — - - = 
Neutraphylline (Continental) 

Inside Back Cover 
Novo (Evans Medical) _Inside Front ~~ 4 
Nulacin (Horlicks) - ~ A775 
Ortho-Gynol (Ortho Pharmaceutical) A 53 
Orthoxine (Upjohn) - A43 
Pabracort (Paines & Byrne) - - AZl 
Panadol (Bayer) - - - Ad%%4 
Parmacetyl (E.G.H.) - ~ - Allo 
Paynocil (Bencard) ~ - - A3S 
Penavion V (/.C.L.) - - - Aéss 
Polybactrin (Calmic) - - - AS59 
Preludin (Pfizer) —- - - - A% 
Prodexin (Bencard) - - - A997 
Rauwiloid (Riker) - - - AS 
Respedrine (Kumar) - - - Al0l 
Roter (F.ALR) - - - - ASI 
Rubriment (Horlicks) - ~ - Aé4?7 
Rybarvin (Rybar) - ~ - - AS8 
Seboderm (Priory) -, - AS8 
Seconal Sodium {Eli Lilly) - =- A82 
Selsun (Abbott) - - - As 
Seominal (Bayer) — ~ A 54and 55 
Sodium Amytal (Eli Lilly) - -=- As 
Sonergan (May & Baker) - - A2 
Tensilon (Roche) - - - -=- A83 
Transvasin (Lloyd-Hamol) - - AT 
Vasocort Spraypak (Smith, Kline & 

French) - A8l 
Viacutan (Ward, Blenkinsop) - - A3l 
Zicthol and Pixcyl (Genatosan) - A% 


FOR GENERAL INDEX TO ADVERTISERS SEE PAGE II! 

















ANNOUNCEMENTS A 99 
HGH EEE 














Save time on urine tests with... 


GLINITEST and AGETEST 


Reagent Tablets Reagent Tablets 
for the detection of Glycosuria for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute: 


Specialists,General Practitioners,Clinicsand acetone tests can be carried out simultane- 
Hospitals in all parts of the country have  ousily in one minute! 
useé end: prescrivell ‘Cilniten” Reagett. «a c:cocncnauenaneenenibanebenes 


Tablets since 1947. Many valuable hours The ad tages of 


have been saved. Now after intensive re- 


search work and clinical trials the makers of 

*Clinitest’ Reagent Tablets have produced 

*Acetest” Reagent Tablets for the detection Reagent Tablets 

of Ketonuria. With * Clinitest ’ and ‘Acetest’ Quick and reliable, a single tablet provides all 

Reagent Tablets, reliable routine sugar and the reagents to perform a test. Low cost 
permits this tablet test to be used as a screening 
procedure or as a routine for diabetic patients. 


No danger of false positives with normal urine. 
No caustic reagents. 


TO PERFORM A TEST: 


1 Put 1 drop of urine on tablet. 

2 Take reading at 30 seconds. 
Compare tablet to colour 
chart provided. 

3 Record results as negative, 
trace, moderate or strongly 


| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
: positive 
| 
| 
| 
| 
| 
| 
| 
| 
| 
t 








Supplied in bottles of 100 
tablets with colour scale. 
*‘Acetest’ Reagent Tablets 
(diagnostic nitroprusside tabs.) 
are also available under the 
N.H.S. on Form E.C.10. 
Basic Drug Tariff price 3/10 
per bottle of 100 tablets 

(with colour scale). 
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(1954) ‘Clinical Tests for Ketonuria’, 
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Heinemann, p. 74 


1954) ‘Clinical Tests for Ketonuria’, 
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( CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Commit- 
tee of the Diabetic Association. The 
*Clinitest’ set, refills and accessories are all 
available under the N.H.S. on Form E.C.10. 
( Basic Drug Tariff Prices: Set 6/8 complete. 
Refill bottles of 36 tablets 2/4.) 
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HOSPITAL EQUIPMENT 
An invaluable time-saver in wards 
and clinics. Write for details and 
hospital prices. 


NUFFIELD HOUSE, PICCADILLY, LONDON, W.1I. 
J Telephone: REGent 5321 














A 100 THE PRACTITIONER 














The Medical Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 3 years, on termination of 
which a gratuity of £450 (tax free) is payable. Ample opportunity is granted for 
transfer to Permanent Commissions on completion of one year’s total service. Officers 
so transferred are paid instead a grant of £1,500 (taxable). 


All entrants are required to be British subjects whose parents are British subjects, 
to be medically fit, and to pass an interview. 

Full particulars from the Admiralty Medical Department, Queen Anne’s Mansions, 
St. James’s Park, London, S.W.|I. 














ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Turs EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 

This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
tients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bacterio- 
ical and pathological examinations. [’rivate rooms with special nurses, male or female, in the Hospital or 

in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete in igation and tr t of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. It contains 
special departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged 
immersion bath, Vichy Bourke. Scotch Douche, Electrical baths, Plombiéres treatment, &c. There is an 
Operating Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y¥Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients om A visit this branch for a short seaside change, or for longer periods. The Hospital has 
its own private bathing house on the seashore. There is trout fishing in the 4 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, qolf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, «uch as carpentry, &c. 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 4354, three lines, 
Northampton), who can be seen in London by appointment. 





Bacteriologically tested ) ad 
The 
and specially designed for Cesira Mask 


the prevention of 








FOR SURGEONS AND NURSES 









droplet infection 





After many bacteriological experiments of four layers of fine dental gauze. It 
this mask was designed to arrest all fastens securely under the chin, has an 
droplets from the mouth and nose, and air gap at the sides, is comfortable to 
so to prevent contamination during wear for long periods and may be easily 
operation. The “ Cestra ” Mask consists sterilised. 
Obtainable from Chemists and Medical Stores 

MADE BY ROBINSON & SONS LTD., Wheat Bridge Millis, Chesterfield 
Tel. Chesterfield 2105 London Office : King’s Bourne House, 229/23! High Holborn, 
London, W.C.1 Tel. Holborn 6383 Manufacturers of all kinds of Surgical Dressings 
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FOR IMMEDIATE AND LONG-ACTING «s" 2>>> 
RELIEF OF ASTHMATIC ATTACK yy 


RESPEDRINE 


BRONCHO-SPASMOLYTIC TABLETS 




























Taken at the onset of asthmatic attack, Isoprenaline Sulphate 

in RESPEDRINE aborts the spasm and dilates the bron- 

chioles, producing immediate relief 

To maintain this relief, RESPEDRINE contains two slower 

but longer-acting drugs—Ephedrine and Theo- 
{ phylline. A small amount of Phenobarbitone 
is included for sedation, and counteracts the 

stimulant action of Ephedrine 


@ Vital capacity of the lungs @ Does not have any stimu- aes. . 
is increased. lating effect. Isoprenaline Sulphate 15 me 

@ Two-in-one tablet giving @ Packs 100’s 12s., 500’s Ephedrine Hydrochloride ~ —_ 
immediate relief sustained 55s. Theophylline 130 mg. l 
for several hours. Sample and literature free on request Phenoboritone 8 me. | 








KUMAR (London) LTD., 91, Belmont Hill, London, S.E.13 Tel. : LEE Green 5698 


AMPHE TONE: 


REGISTERED 





A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring &@ quick-acting general gti mulant withcut increasing 

the patient's eppetite, we consider Amphetone unique. It combines for 

the first time, Dexamphetamine Sulphate ani Strychnine with Glycero- 
ph and bers of the Vitamin B Group. The Dexamphetamine 

provides the convalescent with an immediate feeling of well-being, this 

being followed by the well-known tonic effects of the other medica- 

ments. Clinical reports have been excellent 

FORMULA Dexamphetamine Sulphate 8.P.C., 1/12 grain: 

Strychnine Hydrochloride B.P., 1/60 grain : Calcium Glycero- 

phosphate B.P.C., 2 grains : Sodium Glycerophosphate B.P.C., 

2 grains: Aneurine Hydrochloride B.P., 1/30 grain: Nicotina- 

mide B.P. 1/4 grain: Riboflavine B.P. 1/60 grain: Syrup of 

Blackcurrant B.P.C., 2 fluid drms. : Water, to |/2 fluid ounce 


[PowON] [sa] 
Available in bottles containing 10, 20, 40, and 80 fluid ounces. Professiona 
prices, 5/3 9/11, 16 8 and 30/4 each. Samples available on request 
JAMES WOOLLEY, SONS & CO. LTD., VICTORIA BRIDGE, MANCHESTER 3 
In association with J. C. Arnfield & Sons Ltd. 


London Stockists: May, Roberts & Co., Ltd., 47 Stamford Hill, London, N.16 
Distributors for Northern Ireland : Messrs. Dobbin & Stewart, 47-49 Earl Street, Belfast 
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TBENZEDREX 
INHALER 


Benzedrex Inhaler is effective ‘Benzedrex’ 

Inhaler provides initial relief from nasal congestion 

within seconds. Five minutes after inhalation 

shrinkage of the nasal mucosa is complete. Even with gross engorgement 
shrinkage remains adequate for over 13 hours. 

Benzedrex Inhaler is specific The active ingredient in ‘Benzedrex’ 
Inhaler is a new compound—propylhexedrine—that is remarkable for its 
highly specific vasoconstrictive action. Unlike amphetamine, propylhexe- 
drine produces virtually no central nervous stimulation. 

Benzedrex Inhaler is safe Because its vasoconstrictive action is un- 
complicated by central nervous stimulation, ‘Benzedrex’ Inhaler may be 
freely used even by those patients in whom sympathomimetic drugs often 
cause insomnia, restlessness or nervousness. Even massive overdosage does 
not result in central nervous stimulation. 


NEW AND BETTER...BENZEDREX INHALER 


, SKF’s new and better volatile vasoconstrictor 


Smith Kline & French Laboratories Ltd., Coldharbour Lane, London SE5 


‘Benzedrex’ and ‘Benzedrine’ are registered trade marks 











Tension 


Equanil 





A Touch of 











The word ‘ Equanil’ is a registered trade mark 





of Tension 





LA PLAGE: Degas /834-/9/7 





freats tension— safely, effectively and reliably 

















IRON IN THE BALANCE 


Healthy people probably maintain a positive iron balance by a narrower margin 
than was formerly believed. In young women, in particular, the additional require- 
ments needed for growth and to compensate for menstrual loss often place them 
in a precarious state of iron balance. It may only need a cut in diet, occasioned 
by fashion or financial reasons, coupled with poor absorption of available food iron 
for hypochromic anaemia to develop, even though blood loss may remain normal. 
Gluferate is a worthwhile prophylactic measure during menstrual life and a 
form of treatment of all iron-deficiency states. Gluferate gets to the core 
of iron therapy by providing iron in the readily usable and non-irritant 
form of ferrous gluconate. And at the core of the Gluferate tablet is 


sufficient ascorbic acid to ensure much improved iron absorption. 


GLUFERATE 


two haematinic aids in one tablet for reliable iron therapy 


Bottles of 80 and 250 tablets. Each tablet contains 300 mg. ferrous 
gluconate and 25 mg. ascorbic acid. 


can? 
The word ‘Gluferate’ is the registered trade mark of 


PACKS: 


JOHN WYETH AND BROTHER LIMITED, CLIFTON HOUSE, 











EUSTON ROAD, LONDON, N.W.I- 
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Aspirin 


an 


Ulcer 


io) ° ° . . . . . . 
Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


“Calcium aspirin does not have this irritant action unless it has deterior- 
ated through standing, and it can be used with impunity, especially if 
prescribed in soluble form. This simple measure would, in our opinion, 
cut down significantly the incidence of hamatemesis and exacerbations 
of ulcer symptoms.” 


British Medical Journal, July 2nd 1955 


SOLPRIN provides calcium aspirin in pure and stable form 
co DIS is a compound tablet that provides codeine and 


phenacetin and calcium aspirin, in place of the 
ordinary aspirin in Tab. Codein. Co. B.P. 


Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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During pregnancy the demands on all 


yeast extract maternal resources are increased. Diet, 
therefore, assumes a particular importance 
during this period. Marmite, taken as a 

. drink or in sandwiches, or used in cooking, 

in Pregnancy is popular among expectant mothers and 
raises the level of the B vitamins in their 
diet. 














The opinion has been expressed that the 
need for vitamins, especially those of the 
B complex, is increased in frail elderly 
persons. These essential nutrients seem to 

. — exert a beneficial effect even when the 

in Geriatrics diet appears to be adequate. Marmite is a 
yeast extract containing most of the known 
factors of the vitamin B group; it can easily 
be incorporated in the diet and is econo- 
mical to use. 





MARMITE LIMITED, 35 SEETHING LANE, LONDON, E.C.3 | 


Literature on request 
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They like Lucozade. 


and they can keep down— 


Lucozade has won its place in the sick- 
room because it is so very palatable. Not 
only this, when other food is refused or 
vomited, Lucozade is retained and quickly 
assimilated. And, so often, there is a 
happy turn for the better, well illustrated 
in this brief extract from a letter: 


“* My little boy was ill... and completely 
off his food . .. but he improved from the 
time of taking it.’” 


A ; 
(Signed) Mrs. V. Darlington, Birkdale. a’ * Py = . 


LUCOZADE 
the sparkling glucose drink 


REPLACES LOST ENERGY 


royds M37/6 
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the growing 
problem 


of 
FOOD 
POISONING 


In spite of improved conditions in many food shops and 
efforts to educate the public in general hygiene, a steady 
increase of food poisoning has occurred during recent years 
and constitutes a major problem in public health. 


In the treatment of epidemics of enteritis, bacterial food 
poisoning, and common infections of the gastro-intestinal 
tract Guanimycin is of value both in the treatment of 
affected cases and in the elimination of the carrier state. 





Guanimycin rapidly controls symptoms, restores well-being 
and reduces the duration of the illness. 


GUANIMYCIN 


Combined Oral Streptomycin-Sulphaguanidine Therapy 


When diluted to 4 fluid ounces with water, each fluid ounce contains :— 
Streptomycin sulphate 0.25 gramme and sulphaguanidine 2 grammes. 


In bottles to prepare 4 fluid ounces of suspension. 





LTD LONDON 





ALLEN & HANBURYS 












C56/209 
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An 
ORAL treatment 
for Piles 


;, om oral route to the rectum and anal canal has obvious 
advantages and is now a practical proposition. 


Recent clinical trials* have shown that most patients with attacks 


of ‘‘acute piles’’ and ‘‘bleeding piles’’ obtain symptomatic relie! 
with Parmacety] Tablets. These tablets contain a special wax, ceta- 
ceum or cetyl palmitate, which passes through the bowel unchang- 
ed and exerts an anti-inflammatory and demulcent effect on the 


swollen haemorrhoidal veins. 


Samples and further information will 
gladly be sent on request to: 
ive improvement is apparent 


in early cases without prolapse: E-G-H. LABORATORIES LTD 
and even in chronic cases, 52 PERU ST, SALFORD 3 
where the pile mass remains : MANCHESTER 


outside the sphincter, patients; (Makers of 


Objective as well as subject- : 


r rt remarkable subjective + Alvesal Anti-Rheumatic Balm) : 
eport remarkable subject - Algesal Anti-RI Balm) : 


relief of symptoms CCCP E EEE EEE HEE 


* ‘*Treatment of Haemorrhoids’’ — Practitioner, Vol. 178, Feb. 1957 


P ARMACETYL Tablets 


FOR THE ORAL TREATMENT OF PILES AND ALLIED CONDITIONS 
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NEUTRAPHYLLINE 


Dihydroxypropyl-7-theophylline 
a new theophylline derivative 


“SOLUBLE -* STABLE - NEUTRAL 


NEUTRAPHYLLINE has all the properties of dissolved 
theophyllines, but none of their disadvantages. 
It occurs in the form ofa bitter crystalline powder, very 
soluble in water. Its aqueous solutions are neutral in 
reaction. It is completely stable, well tolerated and five 
times less toxic than aminophylline. 
The clinical advantages of NEUTRAPHYLLINE in the 
treatment of angina pectoris, myocardial infarct, coro- 
nary disease, cardiac dyspnoea, hepatic colicand asthma 
are :— 


(a) Intramuscular injections are painless; 
(b) Intravenous injections are perfectly well tolerated ; 


(c) Effective oral or rectal administration is possible 
without undesirable side effects. 


NEUTRAPHYLLINE is available in tablet, ampoule and 


suppository forms and also in tablet and suppository 
forms in association with Phenobarbital. 


Samples and Literature are available on request 


101 GREAT RUSSELL STREET, LONDON, W.C.1 


Telephone: MUSeum 2042-3 and 0626 Telegrams: “TAXOLABS,” Phone, London 








Street, London, W.C.2, and 
Registered at the G.P.O. for 


london. Wala. 


. Lennox House, 


» Bentinck Street, 
Magazine Rate to Canada, 
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THE BRITISH DRUG HOUSES LTD. LONDON N.I 


Anahezmin produces a prompt and satisfactory 
erythropoiesis in patients in relapse, it ensures 
the maintenance of a normal erythrocyte level in 

Anahzmin has been used and reported to be 
beneficial in the following conditions: 


‘patients in remission and is effective in preventing 
the onset of subacute combined degeneration of 


the cord. 
© Herpes Zoster and Post Herpetic Neuralgia 


® Tropical Nutritional Macrocytic Anemia 


® Post partum Syndrome 


‘ANAHAMIN’ 


1 ml. ampoules, Boxes of 6 at 11/4, 25 at 43/4 
2 ml. ampoules, Boxes of 6 at 19/-, 25 at 74/- 
Vials of 10 ml. at 14/8 and 25 ml. at 35/10 
BASIC N.H.S. PRICES 

to members of the Medical Profession om requesi 


regular administration of Anahzmin is a totally 
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The Established 


treatment for 
Pernicious Anz 





